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ABSTRACT 

The Interagency Plan for Children with Special Needs 
for Maryland residents has three major purposes : (!) to set 
priorities for developing or expanding services required by special 
needs children and their families; (2) to ensure that resources 
targeted for special needs children are administered effectively by 
increasing interagency coordination in planning, financing, case 
managing, and administering services; and (3) to establish an action 
agenda for state administrators ,_the general assembly, advocates , 
parents, and provider agencies. This document presents the plan in 
two major sections. One section discusses the continuum of services 
for children with special needs involving five major areas : primary 
prevention activities; early intervention services; evaluation, 
assessment, and diagnostic services; in -home and community services ; 
and substitute care services. A second section discusses interagency 
issues in managing the continuum of children's services and considers 
children not covered in the plan; ongoing long-range planning; 
service^ planning and case management ; community education regarding 
the availability of services? coordinated interface with private 
sector providers? transitioning services; interagency licensing and 
monitoring; and interagency rate setting. Appendices present: 
definitions of handicapped children (as defined by the Maryland State 
Department of Education); service definitions; and descriptions of 
programs administered by the Department of Health and Mental Hygiene, 
the Department of Human Resources, and the State Department of 
Education. (CB) 
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Maryland's special needs children and their families often require the services 
of more than one State agency. Whether carets provided in the child's home, in 
school, in another community setting, or in a residential program, a child's full 
growth and development usually benefit from a continuum of health, social, and 
educational services. 

Thus, if Maryland's special needs children are to be well served, State agency 
services must be well-coordinated. Collaboration is essential, not only For helping 
individual children, but f or building the accessible, responsive "services system 
sought alike by state and local government, private providers, advocates, and 
parents. 

Within the past Few_years, a number of interagency efforts have contributed to 
children's well-being. The State Coordinating Council for the Residential 
Placement of Handicapped Children and its local counterparts are resolving 
some of the funding disputes of the past. The interagency budget arid legislative 
agenda of the Governor's Children and Youth Initiatives of 1985, with support 
from the General Assembly, provided new resources for special needs children. 
In every local community, agencies share responsibilities for assisting children 
and families in need. 

This Interagency Plan represents another major step toward achieving a 
comprehensive, coordinated service system for special needs children. We intend 
that it be the first of a series ok annual plans in which State agencies set forth 
their short-term and longer-range goals and activities for helping children and 
their families. We also view this plan as part of an ongoing dialogue among State 
and local agencies, private providers, and advocates about how special needs 
children can best be served. For that reason, we welcome response and reaction 
to its recommendations. 




Ruth Massiriga, 
Secretary, 

Department of Human Resources 




Adele Wilzack, 
Secretary, 

Department of Health and Mental Hygiene 




David Hornbeck, 

Maryland State Department of Education 
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EXECUTIVE SUMMARY 



Purpose of Plan The Interagency Plan for Children with Special Needs was prepared at the 

direction of Governor Harry Hughes as part of the Children and Youth Initiatives 
of 1985. The Plan has three major purposes: 

T° *et priorities for developing or expanding services required by 
special needs children and their families; 

2. To ensure that resources targeted for special heeds children are 
administered effectively and efficiently by increasing interagency 
coordination in the planning, financing, case management, and 
administration of services; 

3. To establish an agenda for action that can be useful to State 
administrators, the General Assembly, advocates, parents, and provider 
agencies as they gauge progress in meeting children's needs. 

The Plan wps prepared collaboratively by the State agencies serving children, 
with participation and review by advocates and provider agency representatives. 
It covers a wide range of children with special needs including emotionally 
disturbed, develdpmehtally disabled, and educationally handicapped children, as 
well as abused and neglected children, delinquent children, chemical abusers, and 
other special needs children. Originally, the plan was designed to Focus more 
narro , w 'y on c ^i c ' ren Wn ° require the services of many agencies in order to 
remain in their own homes and communities. However, it became clear that few 
— if any — individual agency services can be viewed apart from the services 
provided by other agencies because many children are likely to heed assistance 
from more than one agency, either concurrently or at different times. For this 
reason, the plan was broadened to include the priorities of each agency for its 
own target populations, as well as those priorities agencies will pursue jointly. 

Several principles of service underlie all of the recommendations included in 
the Plan: 

• Services should be based on an individualized plan for each child which is 
appropriate to the child's needs in accordance with the child's age, 
developmental level, strengths, and weaknesses; 

• Services should be delivered in the least restrictive setting appropriate to 
the child's heeds; 

• Services should involve the family to the greatest extent possible; 

• Services should be focused on establishing a stable life situation for each 
child; 

• Services should be accessible to all children with special needs and should 
be i provided I 'm a timely arid flexible manner, allowing for transition anv ng 
services and service agencies. 

The agencies are committed to carrying out these principles as they expand, 
redeploy, and administer the services identified in the Plan. 

The tasks identified in the Plan are both short-term arid longer- range. 
Whenever possible, specific, quantifiable objectives for services are given (e.g., 
the development of a certain number of group home beds). For some services, 
however, thelgbals set forth here are more general; in the time available to 
produce hSe Plan\ more detail was not possible. Even in these cases, however, 
agency respohsjbilities are assigned and [timeframes ^established to ensure that 
follow-up planning will be done. The consensus among the participating agencies 
is that it is important to produce a baseline plan which can begin to guide budget 
and planning decisions for FY 1987 and FY 1988. 

8 
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Building a Continuum of 
Services for Special 
Needs Children 



Effective Management of 
Services for Children 
With Special Needs 



ae Jl ^rT^^ fu °? S and - a - ki i bf the Plan are orga^ed into two major 
^^ '^mgihe^t^os^pi ,he Plan above. One section identifies a 

^^ 0 ^r f0rMa ^ 5C ^ m Wi,h * ecial n «ds and establishes 
priorities for development. A second section addresses interagency 
administrate, financing, and service delivery issues which must be addressed if 
the State s service system is to be effective. 

T he Plan establishes a i continuum of services which has five major areas- 
primary prevention activities; early intervention services; evaluation, diagnosis 
Sol^f TV? services; m-home and community services; and substitute care 
service kTMjf ^specihc^emces are identified within these categories. 

I he Man s goals for budding the continuum recognize that: 

• ^velopment of the "frontend" of the continuum, i.e., primary prevention 
activities, has been slow. Carefully selected strategies for investing in 
prevention programs must be undertaken in order to prevent later 
problems for children. 

" L n ,; h ,°K me resources are being developed by all agencies, 

but there » a particular need for interagency coordination among these 
services. The Plan gives priority to the development of alternative 
education programs, respite care, day care for children with special nwds 
parent aide services, and continued evaluation and development of ' ' 
intensive family services and family support programs which can prevent 
out-ol-home care. 

• In all areas of the continuum, mental health services for children are a 
pnonty for expansion including: assessment/evaluation; community 
mental health care; therapeutic group homes; and specialized, short-term 

fuStn^f ; * •r'lf ' ea?W,Cie SCrvin « chi '£* haveJifSty 
fulfilling their mandates if these services are not available. 

• For future planning, priority is given to developing service and budget 
strategy for "uncovered children," i.e., those who receive inappropriate 
or no i services .These include: emotionally disturbed children whose 
behavior " Violent; dually diagnosed or multiply diagnosed youngsters; 
chddren whose behavior ,s socially unacceptable but who also have family 
problems; children who do not meet the criteria as educationally 

ST^' ,° ^f^" 5 have * Ve * P^blems in school; and 

hand,capped youngsters who require long-term care, but whose parents 
cannot provide it. 

Exec^ive!^ re,ated * the continuum « care follow this 

This section of the plan identifies "cross-cutting" issues critical to the effective 

sski^s m **** *«• *• — 

* Service Planning and Case Management Lead case management 
responsibility should^ assigned for all special needs children receS 

Sri?! SeVeral a ^ ncies ' based °" interagency agreements that 
clanfy agency respons.b.lUies. Priorities for such interagency agreements 
are: between SSA and MHA for mental health services for ^olr cSn- 
and among SSA MHA, and MRDDA for the joint development of 
specialized foster homes. 
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Continuation of the 
Interagency 
Planning Process 



• Community Education on Behalf of Special Needs Children 

The Governor's Office for Children and Youth will identify a minimum 
Base of services for special needs children to be avaiiable in each 

^™?5l!??.L??!^ yi'ij???^' 113 ^ a P u °iic education campaign to improve 
access to existing services. 

• improved Interface with Private Sector Providers Private sector 
representatives will have increased involvement in service planning. Public 
agencies are charged with clarifying service and funding priorities, policies 
toward purchase of care, and the need for program changes By specific 
providers. 

• Transitioning Services MSDE will take the lead in coordinating 
agencies 7 plans for assisting children in their transition from a youth 
service system to independent living or adult services, and for promoting 
[bint budgeting for transitioning activities as necessary. 

• Interagency Licensing and Monitoring Ah interagency licensing 
workgroup will be established to work toward the goal of consistent 
minimum standards for all State-licensed children's facilities, with 
additional requirements developed for specialized types of facilities. 

• Interagency Rate Setting Agencies will continue to develop a 
consistent approach to rate setting that reimburses as closely as possible 
the full, aUbwable costs of care, with clear cost guidelines for various 
services and with incentives for cost control. 

Interagency ^pjanning and budgeting for special needs children should become 
an ongoing function of State government to ensure that services are focused or. 
the whole child and to ensure an adequately funded continuum of care for special 
heeds children. _ 

An Interagency Planning Committee for Children (IPCC) will be established for 
this purpose. DHR will convene and chair this effort in FY 1987, as it did in FY 
1986, at the Governor's request. Partidpiting agencies will include JSA 
ACA/DDA, MRDDA, arid PMA from DHMH; MSDE; the Governor's Office 
for Children and Youth (OCY); arid the State Coordinating Council (SCC); as 
well a^ advocates and provider representatives. The IPCC will monilor the 
implementation of the first Plan arid develop or amend the Plan for future years, 
as required. 

ibr£ Cl ^ UrC a<,ditiona, J oca ' in P Qt and advocacy representation in planning, the 
IPCC will expand its membership to increase representation from these groups. 
In addition, plans arid proposals developed by the IPCC will be sent for review to 
local counterpart agencies. 

AH participants in the development of this first Jnteragency Plan for Children 
with Special Needs view it as drily a first step in improving services for special 
needs children. However, through their commitment to theJPCe planning 
process, and, even more, through their commitment to implement the Plan, all 
participants believe that the tasks set forth in the Plar can yield improvements for 
Maryland's children with special needs and their families. 
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SUMMARY OF INTERAGENCY PLAN TASKS 



I. Primary 
Prevention 
Activities 



II. Early 
Intervention 
Services 



HI. Evaluation, 
Assessment and 
Diagnosis Services 
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Objective - Strengthen the Base of primary health care programs for 
children 

TASK 1: DHMH, through the Medical Assistance Administration and 
in conjunction with the Preventive Medicine Administration, should 
continue to expand the EPSDT Program to ensure coverage of all 
income-eligible children in the State. 

Objective- Develop a comprehensive statewide strategy for the 
prevention of children's disabilities 

TASK 2: DHMH, through MRDDA, will prepare a three-year 
statewide plan focusing on prevention activities related to children's 
disabilities. 

Objective — Expand program models which incorporate prevention* 
related activities along with direct treatment services 

TASK 3: DHMH, through JSA, should develop a plan for the 
expansion of Youth Services Bureaus which provide community. based 
delinquency prevention services and daily supervised activities for teens. 

Objective - Expand mental health early intervention programs 

TASK 1: DHMH, through the Mental Hygiene Administration, should 
expand mental health early intervention programs for children from 
birth to five years of age at risk of psychosocial and developmental 
dysfunction. 

Objective —Enhance existing information and referral services available 
to special needs children 

TASK 2: The Governor's Office for Children and Youth, in conjunction 
with the Maryland State Department of Education, the Department of 
Human Resources and the Department of Health and Mental Hygiene, 
should develop a plan to ensure that existing information and referral 
services reach the families of special needs children. 

Objective -Evaluate arid, as appropriate, expand services which 
strengthen parenting capacities and general family functioning 

TASK 3: DHR, through SSA, wiii evaluate its pilot program of family 
support centers which is in its first year of pilot testing in FY 1986. If 
results of the ongoing evaluation are positive, SSA will plan to increase 
the size of this program in FY 1987 and FY 1988. 

Objective -Reduce duplication in evaluation of the same children by 
establishing procedures by which agencies share information 

! ; Each State agency serving children (MSDE, SSA, JSA, PMA, 
MHA, MRDDA, ACA/DDA) and their local agencies should have 
within the agency standardized intake forms which are used consistently 
throughout the state. 

TASK 2: MSDE (through local education agencies), SSA (through 
local I departments of social services), JSA, MRDDA, ACA/DAA, arid 
MHA should, to the extent permitted by law, make their written 
evaluations of specific children available and accessible to other State 
and local agencies involved in care planning for the child. 
TASK 3: DHMH, through JSA, should develop comprehensive 
localized assessment capabilities for youth who are referred for 
substitute care through JSA. 
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IV. In-Home Objective - Expand communitybased alternative education programs 
and Community available to special needs children programs 

Services TASK h MSDE working with JSA, SSA, MRDDA, ACA/DAA, and 

MHA, will promote the development of appropriate alternative 
academic and vocational program, for youth who do not function well in 

SSSrSr?* ,e " ir l g '. and Wh ° re « uire a P^ram of individualized 
instruction that meets their specialized Heeds. 

2ea?e C »^n«{ ,and other ho . me and community services whose absence 
creates the most severe gaps in the continuum 

MH? *i ? HR ,' thr ° Ugh and DHMH « through MRDDA, JSA and 
MHA will develop an expansion plan for respite care, day care for 
special needs children, and personal care/parent aide services 
™LL BHMH, tteou5b MHA. should expand treatment staff with 
£Ss i i ! md ado, ««nt mental health in community mental 

service, to emotionally disturbed 
children and their families, including home-based intervention, 

J™ K ^ i In !J , 1 19 ? 7 , ,OCal mental h ~'*h center, will enter into 
UJEm? W, *t ^ dep l ar ? mentl,of » oc » l «rvice, and locally-ba.ed 
co^uSatn a^bS: '° "** «« 

Objective -Develop community-based service systems that better 
organize the diverse services needed to promote the growth and 
development of adolescents 

,12?? S ;. DHMH '. throu «h JSA, should take the lead in developing a 
plan For the expansion of community-based program, for adolescent,. 

Objective -Expand community-based services which prevent entry into 
foster care and other forms of substitute care 

TASK 6: DHR, through SSA, will continue to expand its family service 

SIhSr'" Chi,dre " ! " H — «" d — itie, C 

™? 7: DHMH « MRDDA, .hould expand the family .upport 

services program in the jurisdiction, now participating a, well as to the 
remaining uncovered jurisdiction, in the State. 
Objective -Establish a core service system to prevent adolescent 
pregnancy and to address the needs of teenage parents and their children 
TA f K & D «R. *hro«gh SSA and local departments of social service, 
will coordinate development of a core service, system to prevent teSe 
pregnancy and assist adolescent parents, a. called for by the report 3 * 
the Governor's Task Force on Teen Pregnancy. 

Objective -Expand adoption opportunities for special needs children to 
ensure permanent homes for these children wiiiuren to 

Spt^a -3ffi? * hrOU * hSSA Md irking in conjunction with 
m^^l^Di*teCoancil, will explore 
adoption opportunities for special need, children with particular 
emphasis on minority children. 
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V. Substitute Objective - Develop a wider range of residential care settings with 
Gare emphasis on smaller, family-oriented and community-based settings 
Services TASK 1 : DHMH, through MRDDA, will continue to implement the FY 

1985-1994 Master Facilities Plan For deinstitutionalization by: 

a. reducing the number of State Residential Center beds By 37 percent 
(2,621 to 1,664 available beds); arid 

b. increasing the number of available community beds from 1,675 at 
the beginning of FY 1 985 to 4,549 by the end of FY 1 994 

TASK 2: DHMH, through MHA, will establish four additional 
therapeutic group homes in FY 1986-1987 with a total capacity of 10 
homes By FY 1 988. 

TASK 3: DHMH, through JSA, will investigate the development of 
two additional youth centers (one may be on the Eastern Shore) to ease 
overcrowding at Montrose and the Hickey School. 

TASK 4: DHMH, through JSA, will seek to increase funding for 
placements in small residential settings. 

Objective - Increase the availability of emergency shelter and 
assessment/diagnostic services for children, particularly those comim? into 
foster care 

TASK 5: DHR, through SSA, will seek to expand Beds in emergency 
shelter care facilities or emergency foster homes, with associated _ 
diagnostic and assessment facilities, by approximately 40 beds in FY 
1987 and FY 1988. 

TASK 6: DHMH, through JSA, should expand from four to five the 
number of Runaway Youth programs which provide temporary 
emergency shelter care. 

Objective -Expand the range of available types of foster family care, in 
order to better respond to the diverse needs of children coming into care 
TASK 7: DHR, through SSA, will seek to expand the number of 
specialized or therapeutic foster homes to 60 beds by FY 1 987. 
™f K . 8: DHR, through SSA, will take the lead with MRDDA and 
MHA in developing a multi-year strategy forjnore appropriate service 
for handicapped children requiring long-term care who are not 
appropriate for the current foster care system, and who have no other 
avenue for service. 

Obje^«ve --eontinue to develop in-state resources for children who now 
mu5t be placed out-of-state because there is no appropriate Maryland 
facility which meets their needs 

TASK 9: The State Coordinating Council for the Residential 
Placement of Handicapped Children (SCC) will identify common needs 
of out-of-state placements that could support alternative in-state 
programs. 

Objective - Increase the range of specialized short-term residential 
services as necessary to meet the mental health heeds of children 

TASK 1 0: DHMH, through MHA, should — by August 31, 1986 — 
take the lead in developing a plan for bed expansion to accommodate 
the needs of emotionally disturbed children 12 years old and under with 
priority given to in-patient care, under 90 days. 

mS? * j *S£Ml with JSA as the lead agency and with support from 
MHA and DHR/SSA, will develop a residential treatment program for 
children on the Eastern Shore. 
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INTRODUCTION 



In 1986, of the estimated 1.16 million children under the age of 18 in 
j^* 1 ^! 3 ! 1 ^. 3 significant number will have one or more chronic problems which 
impair normal functioning: 

• An estimated 7.8 percent or 90,000 children annually will make use of 
special education services through ideal public schools. 

• An estimated 1 1 percent or 127,600 children will require professional 
care to improve emotional or behavioral disturbances; 

• An estimated 1 percent of the population or approximately 1 1,600 
children are developm entail y disabled or retarded and will need special 
education and support services to remain with their families. 

• An estimated 37,000 children will come to the attention of the Juvenile 
Services Administration because of problem behavior or delinquency. 

• ®Y er A^>400 requests for protective services investigations for alleged 
child abuse and neglect will come to the attention of local departments of : 
social services. 

• More than 5,000 children will be in foster care because of the inability or 
unwillingness of their families to care for them. 

• Over 33,500 children, or 10 percent of the population between the ages 
of 14 and 18, will experience problems with drugs or alcohol. 

While many children may have multiple problems, arid therefore the above 
numbers are not mutually exclusive, a substantial number of Maryland's children 
are at risk of out-of-home placements and need services to enable them to remain 
in their communities J 

To ensure that the States response to these children is well-coordihated, 
Governor Hughes, as part 6f his Children and Youth Initiatives of 1985, 
requested the State agencies which serve children to prepare an Interagency Plan 
for Children with Special Needs. With the Department bf Human Resources 
providing coordination, the development of the plan was collaborative^ involving 
the several Administrations serving children within the Department 61 Health and 
Mental Hygiene, the Maryland State Department bf Education, the GovernSr's 
Office for Children and Youth^and the State Coordinating Council for the 
Residential Placement bf Handicapped Children: Advocate arid provider agency 
representatives participated in the development of the Plan, the goals of the 
Plan, as detailed more fully on page 6, are to establish a continuum of services 
necessary for speciaJ needs children, and to ensure that the resources targeted for 
special needs children are administered effectively and efficiently % 

As originally conceived the Plan was to focus on children with special needs 
who require the services of multiple state and local agencies to remain in their 
homes and communities. However, as the planning process evolved, it was 
evidentjn certain areas of service that the Plan had to go beyond the "multiple 
agency" agenda and identify the priorities which each agency was pursuing for 
its own target populations. Description and analysis of these priorities proved 
essential to establish the base for future cross-departmental planning. This 
interagency planning process for children, therefore, was used for agencies to put 
*°rth jhejr jwn goals arid priorities for children with special needs, as well as 
those essential cross-agericy agendas bb;h bf which are a major part of this Plan, 



'Tb« *g* l»m»tf for State agency iervices differ by agency. While most agencies serve children up to age 18 
others, including the Mental Retardsliori and Developmental Disabilities Administration, local education 
agencies and the Social Services Administration, provide services to persons through age 20. 
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The Plan contains three major sections: 

• The first section (this section) describes the planning process, the Stale's 
system for serving special needs children and describes the special needs 
Children covered under this Plan. 

• The second section outlines a continuum of needed services, and agencies' 
plans for putting these services in place. agencies 

• The third section makes recommendations for resolving interagency 
administrative issues which affect the delivery of services. 

The agencies which worked together to develop this plan view it as a first steo 
' n *"" h . n , Umg ^"'coordinated planning and budgeting process for special 
needs ch. dren. To mon./or the recommendations -contained in this Plan and to 
continue the joint mitiatives proposed, the agencies have established a 
permanent Interagency Planning Committee for Children (IPCC) That 
committee u comprised of representatives cf DHR/SSA DHMH/ ISA 

mm^ A \ D r^!? /ACA ^ AA : dhmh/pma'dWmT/mrdd^ 

MSDE Office for Children and Youth, and the State Coordinating Council for 
chair ScC Handicapped children. DHR/SSA Will convene and 

The IPCC Will operate year-round for the following purposes: 

• to monitor the implementation of the services and administrative 
recommendations contained in this Plan; 

• to update the Plan annually, reflecting new joint planning and budgetary 
initiatives; and 5 3 

• to provide information on the goals and priorities of the Plan to 
appropnate agency staff for use in budget development within and across 
agencies. 

This ongoing planning is essential to ensure that the cross-departmental 
problem-solving represented by this Plan continues. A more complete description 
of the proposed interagency planning and budgeting process is included in the 
section on Interagency Issues." 
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THE STATE AGENCY SERVICE SYSTEM FOR 
SPECIAL NEEDS CHILDREN 



Department of 
Human Resources 
(DHR) 



Department of Health 
and Mental Hygiene 
(DHMH) 



To serve special needs children, a network of state agencies and their local 
counterparts exists, with legal mandates for service outlined in federal and state 
statutes and regulations. The major State agencies and their areas of 
responsibility in relation to special heeds children are: 

Social Services Administration (SSA) 

This is the agency with the primary responsibility for the provision of State 
child welfare services to children whose parents will not or cannot care for them. 
In addition, SSA makes available a range of other services to children and 
families in need. Specific services provided by the agency, primarily through local 
departments of social services, to special needs children Include: protective 
services to children, foster care, adoption, in- ho me aide services, day care, single 
parent services, respite care, intensive family services, services to families with 
children and family support centers. 

The Mental Retardation and Developmental Disabilities Administration 
(MRDDA) 

This agency is responsible for services to mentally retarded individuals and 
non-retarded developrhentilly disabled persons as well as the Crippled Children's 
Program. Services arid programs in addition to the Crippled Children's Program 
include: family support services, individualized family placement/specialized 
family care, residentiai services, services coordination/case management, 
purchase of care, summer day programs, arid state residential centers. 

Alcoholism Control Administration (ACA) 
Drug Abuse Administration (DA A) 

The Alcoholism Control Administration and Drug Abuse Administration are 
responsible for establishing a comprehensive system of services aimed at the 
prevention of alcoholism arid ajcohol-related problems, and drug abuse and its 
related proWems, and to provide treatment and rehabilitation services for those 
persons suffering from the effects of alcoholism, alcohol abuse and drug abuse. 
With_iri these i administrations, . treatment services for adolescents are a major 
priprity. Programs include outpatient services, short-term residential treatment 
and a proposed new group home as well as general prevention programs within 
the public schools. 

Juvenile Services Administration (JSA) 

The Juvenile Services Administration has primary responsibility for providing 
services, to troubled youth and their families in the area of delinquency 
prevention, treatment, and rehabilitation. The agency provides a broad range of 
rehabilitation services and promotes delinquency prevention through its 
community and institutional programs. Among its major services are youth 
service bureaus, clinical services, protective supervision, probation, after care, 
private residential placements, and detention and commitment institutions. 
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Maryland State 
Department 6F Education 
(MSDE) 



Mental Hygiene Administration (MHA) 

treatment programs, and residential treatment centers * 
Preventive Medicine Administration (PMA) 

n„I.V S a *Pi y P rovides ! ech "i«l and professional assistance and consultation to 
The Maryland State Department of Education ensures the rfoM i r . 

ISeer* Cdu " cil for R " Uen "" p| *" n,en ' °f H,sdi Qppt d 

program development purposes in order to serve handicapped children in 
commun,«y-based .n-state care, rather than out-of-state instSonal programs. 

Governor's Office for Children and Youth (OCY) 

This Office has the responsibility for examining programs services and nl a c 
orch,ldrenunder«heageofl8. The purpose is identify dupSSsor ' 

reX ee fCCtiVeneSS ° f Pr0gramS ' a " d ^entVrelources and 
Smbfvin'^^ ° f w eactSaSareSoUrce «° Governor, the General 
Assembly and the pubhc on matters concerning children and youth. 

In addition to these State agencies and their local counterparts which serv* 
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TRENDS AFFECTING THE STATE'S SERVICES TO 
SPECIAL NEEDS CHILDREN 

Since the 1970's there have been numerous efforts both at the state and 
federal levels to establish and improve a broad range of services to special needs 
children and their families. Qn the federal level, the enact merit of P.L. 94 J 42, 
the Education for All Handicapped Children Act of 1975, arid P.L. 96-272, the 
Adoption Assistance and Child Welfare Act of 1980, were landmark legislative 
efforts which profoundly influenced Maryland's programs and services to special 
heeds children. 

However, even prior to the enactment of these laws, Maryland's efforts to 
serve special needs children were substantia Early activities focused on the 
educational system: in 1973 the General Assembly Sandaled free educational 
programs for all handicapped children. This was followed by a State Circuit 
Court Decree, issued by Judge John Raine in 1974, which stated that no child 
could be excluded from l educatidrial services and, when referral to private 
jn^tituUons was made, the cost was to be the responsibility of public authorities. 
The late 1970/s saw the completion of the work of two gubernatorial-appointed 
Commissions (the Shifter Commissions) which made recommendations on the 
funding of these services, primarily special education arid related services. 

Major changes aisp occurred in the State's foster care system in the late 
1970's and early 1980's. The creation of the Foster Care Review Board in 1978 
required closer review of the children in care as well as the development of 
appropriate plans for permanent placement of these children. Implementing the 
requirements of federal and state law, the Department of Human Resources 
launched a demonstration program to reunify foster children with their families. 
Through this effort and related activities to prevent children from entering foster 
care unnecessarily, the State s foster cafe caseload dropped from over 9,000 
children in 1981 to approximately 5,000 children in 1985. 

During the same peribo^of time, children being served by the Mental 
Retardation and Developmental Disabilities Administration, Juvenile Services 
Admiriistration, Mental Hygiene Administration, as weii as the Social Services 
Administration were impacted by the prevailing state philosophy bri 
deinstitu^ which called for movement of children out of large state 

institutions and into community settings. In all of these service systems, emphasis 
was placed on serving children in the "least restrictive environment" i.e., in their 
own homes and communities, or in settings which most approximated a home 
and community environment. 

All of these initiatives to serve special needs children have required the infusion 
of state and federal resources to provide those irihome and communitv services 
which make it possible for children with special needs to remain in their homes. 
The expansion of these services has been difficult in the face of federal budget 
cuts which significantly reduced federal funding for these services. Cuts in Title 
XX social service programs, food stamps, AFDC, the Special Supplemental 
hood Program for Women, Infants, and Children, Medicaid, and preventive 
health services had a serious impact on services available to special needs 
children. While the Governor and the Maryland Legislature attempted to mitigate 
these reductions, the shortage of resources for critical services remains a serious 
problem. As this Plan makes clear, the provision of adequate services to 
Maryland's special needs children will require continued federal and state 
investment. 
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To establish a continuum of care for children with special needs. 
To ensure the interagency coordination of social, mental health, health 
education and other human services to children with Special needs. ' 
To expedite the development of primary prevention programs aimed at 
strengthening fam.l.es and maximizing the physical, social, and emotional 
well being of their children. 

s^daTnIeds amerS ^ ^ ***** of SerVices to children With 

To ensure that funding resources are directed at providing the most 
appropriate care for children by: 

a. maximizing federal and private sector resources to make the best use 
of state resources; and 

b. maximizing effective linkages to achieve interagency financing where 
appropriate. 

To facilitate the movement of children among the various available services 
p^oceXres 35 " °" COmm ° n ' ntake ' trackin 8 and case management 

To establish priorities for the future development of services across multiple 
state agencies and with the private sector. 

To promote better communications with the private sector, existing child 
advocate groups and families with special needs children to increase 
advocacy for children s services. 




Who are Maryland s children with special needs? What are their needs? The 
following general defimbon, clarify who is to be covered under this Interagency 
thT^V . . °™ ^e are not technical, program eligibility definitions., 
he spec, , c legal defjn.bons and program eligibility criteria are defined in federal 
laws, state laws and program regulations and can be Obtained from each agency 
or ,u local counterpart. Legal definitions included in the Annotated Code are 
cited below after each description. 

A^'SSif^'f 1 ! d l i,d Wh ° haS ° ne or more Ol the problems 

descnbed below and who needs the programs, services or funding of one or more 
State agencies or their local counterparts. 

Abandoned An abandoned child is one who is out of the care of his or her 
parents and the parents are Unknown or cannot be located. 

Abused An abused child is one who has sustained a physical injury, as a 
result of cruel or inhumane treatment or as a result of a malicious act by any 
parent or other person who has permanent Or temporary care or custody or 
responsibibty for supervisor, of a child. Included in this definition is sexual abuse 
&k ^1 F ^ Phy^*ical mjunes are sustained Or not. (For legal definition see 
§5-901, Family Law Art., Ann. Code of Md.) 

Chemical Abusers A child who is a chemical abuser is one who lacks 
control in the use of alcohol or drugs. For adolescents, some of the early signs of 
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abuse and addiction are: changes in friends; loss of interest in school or activities; 
inability to maintain structure; carelessness in appearance; and drinking or drug 
use at inappropriate times. (For Sega! definition see §103, Art. 2C,.Anh. Cbde of 
Md:) 

fMii™ Ne f d of Assistance (CINA) A Child in Need of Assistance 
(UNA), is a child who requires the assistance of the court because he or she is 
inentally handicapped, or is not receiving ordinary and proper care and attention, 
and his or her parents, guardian or custodian are unable or unwilling to give 
proper care and attention to the child and his or her problems. (For legal 
definition see §3-801, Court and Judicial Proceedings Art., Ann. Code of Md.) 

ChiK in Need of Supervisor! (CINS) A CiNS child is one who is 
found by the court to be in need of guidance, treatment or rehabilitation and who 
has committed non-delinquent acts or offenses applicable only to children within 
mis category. These offenses generally relate to habitual truancy by a youth 
required by law to attend school; habitual disobedience, ungovernability and 
behavior beyond the control of the persons having custody; a juvenile who acts in 
sucha way as to endanger or injure himself or others; and/or a juvenile who 
commits an offense applicable only to children, such as running away from 
home. (For legal definition see §3-801, Court and Judicial Proceedings Art 
Ann. Code of Md.) 

Delinquent A delinquent child is one who is found by the court to have 
committed a delinquent act and requires guidance, treatment, or rehabilitation A 
dehnquentaciis generally an act which would be a crime if committed by an 
adult. Both guilt for the act and the need for care must exist for the court to 
adjudicate the child [as a delinquent. (For legal definition, see §3-801, Judicial 
Proceedings Art., Ann. Code of Md.) 

Developmental^ Disab,ed * developmental^ disabled child is one who 
has a physical and/or mental condition which is of a severe nature, originates at 
birth or prior to age 22, does not include a sole diagnosis of mental illness, and is 
expected to continue indefinitely. A child who has a developmental disability 
require* a combination of coordinated services which are individually planned 
and based on the needs specific to the individual. 

Educationally Handicapped An educationally handicapped child is one 
who has temporary or long-term special educational needs arising from cognitive 
emotional or physical factors, or any combination of these. The child's ability to ' 
meet general educational objectives must be impaired to a degree whereby the 
semc«avaaable in the general education program are inadequate in preparing 
the child to achieve his or her educational potential. 

An educationally handicapped child may have one or more of the following 
conditions; deafness, deaf-blindness, hearing impairment, menial retardation, 
mulh. handicaps, orthopedic impairment, other health impairment, specific 
learning disability, speech impairment, emos il disturbance, or visual 
impairment Definitions of educationally hanc ipping conditions are found in 
Appendix A. (For legal definition see §8-40 1 Vacation Art., Ann. Code of 
Md.) 

Mentally Disordered/Emotionally Disturbed/Behaviorally 
Disordered A mentally, emotionally or behaviorally disturbed child or 
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adolescent is one who exhibits psychological or behavioral patterns which are 
associated with distress and/or disability. For 'he child who is considered to be 
primarily emotionally disturbed, the referring problem for treatment or diagnosis 
.s often associated with feelings of distress such as depression, high anxiety. or 
excessive worries. These distresses may be associated with impaired functioning 
such as sleep disorders academic underachievement, etc. For the child who is 
considered primarily behavioraily disordered, the referring problem is often 
associated with behaviors which may be problematic for both the child and his 
environment. Examples of such kinds of behavioral problems include difficulty 
witti proper conduct, hyperactivity, or attention deficits. 

Usually, emotionally disturbed and behavioraily disordered conditions are not 
mutually exclusive. A child may be referred for service, for example, because of 
misbehavior at school. This misbehavior may be a symptom, however, of 
emotional distress which may in turn be related to problems in the family e a 
divorce, death of parent or sibling. In the most severe forms of mental disorders, 
such as schizophrenia, there is often distress and severe impairment in many 
tLTu J h ™ Uo % n *™ cl } » «ho°l performance, interpersonal relationships, and 
SMd) definition see Title 10, Health-General Art., Ann. Code 

Mentally Retarded A child with mental retardation is one whose disability 
a the result of a combination of subaverage intellectual function as well as 
debate in the ability to function as non-disabled children do in the routines of 
daily living such as learning, socializing, caring for one's self, and making 
appropriate deononi: (For legal definition see §7- 101(h). Health-General Art., 
Ann. Lode of Md.) 

Neglected A neglected child is one who his suffered or is suffering 
significant physical or mental harm or injury from the absence of the child's 
parents, guardian, or custodian; or the failure of the child's parents, guardian or 
custodian to give proper care and attention to the child and the child's problems 
m arcumstances that indicate that the child's health or welfare is harmed or 
threatened. (For legal definition see §5-701, Family Law Art., Ann. Code of 

Physically Disabled A child with a physical disability is one who has a 
manifested condition relating to the human body that interferes with his c- her 
ability to function m a normal setting without the need for supervision or 
assistance other than that which is age appropriate. 

Children with Multiple Problems A child with multiple problems is 
one who has a combination of problems and does not fit into any one of the 
categories listed above. These include: the violent emotionally disturbed child or 
adolescent^ the dud-diagnosed or multiple-diagnosed child or adolescent (e.g a 
child who is mentally retarded and has cerebral palsy and mental health ' 
problems); the child whose behavior is socially unacceptable and whose home 
situation is less than satisfactory; the non-educationally handicapped child or 
adolescent who has a 70-90 I.Q. and is culturally deprived; the non- 
educauonally handicapped child or adolescent who is socially maladjusted; and 
he handicapped child whose parents are unable to provide residential care and 
tor whom long term care is needed. 
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A CONTINUUM OF SERVICES FOR 
CHILDREN WITH SPECIAL NEEDS 



The most useful way to conceptualize the range of services heeded by 
Maryland's children v?]th special needs is as a continuum of services Which can 
respond to diRerent types oj children's arid different intensities of heed. 

The continuum must encompass broad-based prevention programs which can 
promote the development of all children, as well as the very specialized services 
that are critical to. a. small number of handicapped children. 

As a framework for analyzing and developing Maryland's system of children's 
services, the Interagency Planning Committee for Children defined a continuum 
of services with five major categories of service: 

I. Primary Prevention Activities 

II. Early Intervention Services 

HI* Evaluation, Assessment, and Diagnosis Services 

IV. In-Home and Community Services 

V. Substitute Care Services 

Within each of these categories, specific service components are identified as the 
essential "building blocks" of the service continuum. A complete listing of the 
continuum of services is shown in Figure 1. 

In developing the continuum the following general principles Were considered: 

• Services should be accessible to all children with special needs and should 
be provided in a timely and flexible manner, allowing for transition among 
services arid service agencies. 

• ^^L^A^P^NJ^A™ 8 ^ ° n individualized plan for each child which is 
appropriate to the child's needs, in accordance w[t\t the child's age, 
developmental level, strengths, and weaknesses. 

• Services should be delivered in the least restrictive setting appropriate to 
the child's heeds. 

• Services should involve the family to the greatest extent possible. 

• Services should be focused on establishing a stable life situation for each 
child. 

_ X!*_ c 5 on ^! naani re P r<5sen i s .*k® Wed range of services that would be available 
to special needs children^ In i Maryland, jrs in other states, the continuum is a 
reality drily m part. Some services are more fully developed than others, and 
certain target populations of children are better served than others. Before setting 
forth recommendations for each part of the continuum, it is useful to discuss 
some conclusions about the continuum as a whole. 

The State's continuum is in Fact several different, although related, 
continuums, because each State agency tends to build its own version of 
the continuum for the children it serves. A major goal of the Interagency 
?' a ^^ as _^^l 0 _P f0i,ndfe shared, cross-agency development of the continuum 
whenever feasible, so that agencies will jointly develop and fund resources rather 
than, build parallel service systems: 

The '^oni-end 9 ' of^the continuum, Lev, primary prevention services, is 
more difficult to approach than the more intensive forms of care. 
Investment in these services, except for the variety of health care services, has 
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A CONTINUUM OF SERVICES 




FOR MARYLAND'S I 
SPECIAL NEEDS 
CHILDREN 



A. Community Education 

B. Primary Health Care 



PRIMARY PREVENTION ACTIVITIES 



II. EARLY INTERVENTION SERVICES 



III. EVALUATION, ASSESSMENT, AND DIAGNOSIS SERVICES 

IV. IN-HOME AND COMMUNITY SERVICES 



C. Respite Care 

D. Day Education/Treatment Programs 

E. Recreation/SociaJ Programs 

F. Personal Care 

G. Day Care (including Before and After School) 

H. Specialized Equipment and Housing Adaptations 

I. Transportation (to and from services) 

i Vc<a&onal Education and Transitioning Programs 

K. Tutoring 

L. Specialized Medical Services 

M. Self-Help Services 

N. Volunteer Services 

O. Adoption Services 

V. SUBSTITUTE CARE SERVICES 

A. Emergency and Shelter Care 

B. Family Foster Care 

1. Specialized Foster Care 

2. Regular Foster Care 
C Residential Services 

1. Alternative Living Units (ALU) 

2. Group Homes (including therapeutic group home 

3. Small Residential Centers 

4. Non-Public Special Education FacUities 
^' ^ffk?!? 1 ! Treatment Centers 

6. Psychiatric Hospitals 

7. Detention and Commitment Institutions 



A. Information and Referral 




en 



A. Family and Individual Counseling 

B. Outpatient Psychiatric Therapy 
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Been restrained. The slower growth of prevention services is due in part to 
limitations of resources and in part to a continuing uncertainty about which 
"preventive" service approaches are successful in ameiibratirig future problems. 

All agencies are readjusting funding priorities to give greater emphasis 
to in-home and community services. As a result, this area of service 
requires the most intensive coordination among agencies over the next several 
years. As State agencies develop community services to keep children with their 
families, the danger is that specialized family service programs will proliferate, 
any one of which will respond to only one type of family problem. While 
specialized services are necessary and inevitable, the goal of this Plan is to 
ensure that these are developed in the context of a broader plan For family 
services and supports. 

Although substitute care ts the area of the continuum with the most 
complete resource development, substantial changes are occurring and 
are necessary in that portion of the continuum as well. Changes in the 
needs of children requiring foster care arid other forms of residential care are 
requiring that these programs Be reshaped and expanded, adding more intensive 
treatment services and new forms of care. Further, the emphasis which each 
agency places on preventing unnecessary ^institutional care should not be 
construed as giving reduced importance to higfiqudity, appropriate care :ri 
residential settings. Many children still require this care. 

_ * n> overview of the continuum recognize real constraints on the 

availability of services. Although many resources do exist on a statewide 
Basis, avdiabiiity of services in the continuum still varies by jurisdiction. Certain 
areas . of the State, , particuiarly rural areas and western Maryland and the Eastern 
Shore.^till Rave relatively few of the speciaiized care resources which State 
agencies are developing. Even within the metropolitan counties, access to 
services can vary by jurisdiction. 

Finally, many service resources are underfunded in relation to 
need. Just because a service in the continuum exists in Maryland does riot 
mean that it meets full need. Even some of the most readily available services are 
not able to respond to all children and families who might benefit from the 
service. 

In i summaiy^the continuum is riot a static array of services, but a variety of 
service programs among which the emphasis of services must change constantly, 
in which the linkages among services must be continuously strengthened, and 
from which children and families draw differing degrees of support at different 
times. 

The goal of this Interagency Plan is to identify more clearly the cross-agency 
priorities for developing this continuum and thus to impart more direction to the 
way in which the continuum evolves. 

. Jn the narrative which follows, each major section of the continuum is 
discussed. For each, a brief description and analysis of current services is 
provided, followed by the agencies' priorities for future development. 
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1. PRIMARY PREVENTION ACTIVITl ES 



Analysis 
of Current 



ams 



Priorities 
for Future 
Development 



chSS^ aCt T lies or programs designed to promote a • 

abuse although a variety £ activities can help to protect childrenTom" 

orovyldW 0 , 56 ° f ,h ' S P rima , ry P«vention P activities are"hose^ervice S 

provided by State agencies because they are believed to avoid or alleviate h- 
subsequent problems which State agency services must then address 



M c nP Prevention activities administered or funded by DHR, DHMH or 
MSDE are shown in Figure 2. These fall into two categories. First onSSms 

^IM^^- 0 ^ 0 ^^ health programs are w aely " 
available to a broad spectrum of families and children. Primary health care 
services best represent this type of prevention service. For example he 
Preventive Mediane Administration and local health departments coordinate a 
wide range of pnmary care programs, including maternafand child neakKmL 
Early MdPer.od.c Screening Diagnosis and Treatment (EPSDT programf and 

Dav Sf P F °°? im ^r en ' ,ntents ^d Children WIC) 8 

sJriZ^JZ S^iP*-** Under '"'Home and Community 

7hT a^so considered an important prevention service as it often provides 

the opportunity for routine health screening, parent education and mfornTal 
observation of a child's health and development. Although State agencta I do 
not provide day care directly, SSA administers a purchase-of-dav c?nf n^ a m 
throth U pMA eS rti&l™, in ?' ne families - DHR, through SSA DHMH 
fiS? da^aVeTom« SDE *° ^ ^ *<°*> child ™ -ttingsand 

_ All of these increase the health knowledge of families and children and thus 
help to prevent health arid developmental problems. Similarly'schoo" health 
programs aimed at increasing children's knowledge of health care as welfa. 
s^oTthe'wofd" 8 trCating hCahh P^blemsf are pttntlvTinX^es, 

A second type of primary prevention service is targeted at reducine the 
likelihood of a specific problem. Current state-funded programs of Thif type 

object^o^tpurs^^ ° f the following 

Objective: Strengthen the base of primary health care 
programs for ch ildren 



TX&Tmi DHMH, through the Medical Assistance 
Administration and in conjunction with the Preventive 
rZfn?* Admmtstration > should continue to expand the 

I program to ensure coverage of all income eligible 
children in t ne Stale. 



RenoH^ 'T ' numhe, , 0 '^"y V*™*™ P'ogram. related lo adole.cenl pregnancy d.^cu.^d n ,he Final 
Report oJ the Governor , Ta.k Force on Teen Pregnancy. The»e are nbl repealed herT. 
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Figure 2 



1. PRIMARY PREVENTION ACTIVITIES 



SERVICES AND PROGRAMS 

A. Community Education 
Youth Service* Bureaus 

Alcohol and Drug Abuse Prevention in Schools 
Child Abuse Prevention Grants (9 grants) 

B. Primary Health Care 
Child Health Services 

Immunization Program 

Early and Periodic-Scteening, Diagnosis 
and Treatment (EPSDT) 

Maternal Health Prenatal Clinics 



Women, Infants, Children 
Supplemental Food Program (WIC) 





ESTIMATED 


GEOGRAPHIC 


ESTIMATED 


AGENCY 


NUMBER SERVED 


AREA 


FUNDING 1 


nUMU -/-to a 




5000 


20 bureaus in 8 


$500,000 






jurisdictions 




DMM H/DA A/AC A 


30,000 


statewide 


$500,000 


DHR/SSA 




7 jurisdictions 


$155.0002 


local health 
departments 


61,000 


statewide 


(Case Formula) 3 


DHMH/PMA 


86,000 


statewide 


$2I0.000« 


DHMH/PMA 


56,946 


statewide 


$1,900,000* 


DHMH/PMA 


8.856 


statewide 


$270.9826 






(except 
St. Mary's 








County) 




DHMH 


48,500 


statewide 


$20,000,000 



\T?*dk^fa_FY_$6 unlit* otKnwi,, 

>Tfcr tommh j^j 6» DHMH to turf fi** fetfS service. 
FY 84 federal fund* 
»py 84 total hmdt 

,FY8S «•<«"<■' CWU Hnlth Block C.oht ood uot-hnM Propel 201 



Currently the program is estimated to serve 35 percent of the population 
which could benefit from its service*, yet this program remains one of the basic 
safety net programs which can help ensure the healthy development of children 
It is recommended Sat Medical Assistance expand outreach to poor families 
increase efforts to make the public aware of the program and work with public 
schools to link eligible children to the diagnostic services available through the 
program. 

Objective: Develop a comprehensive statewide strategy for 
the prevention of children's disab ilities 



TASK W2: DHMH, through MRDDA, will prepare a three- 
year statewide plan focusing on prevention activities 
■en's disabilities. 



The Mental Retardation and Developmental Disabilities Administration has 
been awarded a $40,000 grant from the Maryland Developmental Disabilities 
Hanning Council to develop a three-year statewide plan regarding different levels 
ot prevention o[ developmental disabilities. To develop the plan, MRDDA will 
use an interagency task force to evaluate unmet needs and then develop a plan 
of action focusing on health service delivery, research and training, education 
coordination, and outreach as well as other similar heeds. 

Objective: Expand program models which incorporate 
prevention-related activities along with direct treatment 
services. 
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TASK #3 DHMH, through JSA, should develop a plan for 
the expansion of Youth Services Bureaus which provide 
community-based delinquency prevention services and daily 
supervised activities for teens. 



The Youth Service Bureaus are one of the few programs specifically targeted 

iLt ft? SSS7 '-^SS^^^ The m is to broaden the co ™*** 

from 30 000 to 40,000 adolescents and to develop programs in geographic 
areas which are currently not covered. 



H. EARLYJNTERVENTION SERVICES 



Analysis 
of Current 
Programs 



Early intervention services are those services which provide early 
identification, assessment, and prompt service in order to head-off, shorten the 
duration of, or resolve a problem before it worsens. For this Plan early 
inter^ntion meanj involvement with a child or adolescent soon a'fter a problem 
has been identified in order to prevent its escalation. 

_ _Within this area of the continuum, three major services are identified- ( I ) 
information and referral services; (2) programs to identify and prevent ' 
developmental problems in at-risk children; and (3) parent education or other 
parent support programs. 

The early intervention services administered or supported by State agencies 
are shown , in | Figure 3. As ; can be seen, these services have been more 
extensively developed than , primary prevention services. This reflects deliberate 
targeting of these services to high risk groups of children or to specific problems 
where intervention is known to have a significant impact. Numerous children 
rec«ve mese services each year, an indication that many children's problems, 
particularly health problems, are likely to be identified and assessed at an early 

The first service shown on Figure 3 is Information and Referral. In this Plan 
Information and Referral (I&R) means an organized I&R service which has as' 
i.s main purpose the provision of information about services, then help to connect 
(refer) people with those services. 1 

In Maryland, there are two statewide information and referral services the 
most comprehensive is the Information and Referral service offered by the Health 
and Welfare Council ("First Call for Help") which is funded by DHrTdHMH 
Uie Department of Employment and Training, Baltimore City, and the United ' 
Way. Jhu service operates statewide on a toll-free telephone line; it is not 
focused specifically on children's services, but includes them as part of a 
generated I&R service. A second I&R service which is targeted at special 
needs c Wdren» the Information and Referral Service for the Handicapped 
. Wd byMSDE.This program provides specific information on services for the 
nandicapped including information on special education. 

It bin the second category of early intervention services. Programs to Identify 
and Prevent Developmental Problems in At-Risk Children, that She major 
coverage of dddren occurs. A variety of federally and state-mandated programs 
mUus area result ,n assessment and, if necessary, intervention services for many 
-ousands of chddren per year. These include services which are available to all 
ch. dren, such as school health services which screen all public and private school 
children for scoliosis, hearing and vision, and immunization status as well as 

'To a greater or leswr degree, thu amice u provided by ad Stale anencie* and iKr»..<rk ~— 

~~ » '» refer fiSfti to oL pro'^^^ptgT^bXT.o 



i more appropriate. 
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Figure 3 



11. EARL Y I NTERVE NTION SERVICES 



SERVICES AND PROGRAMS 
A. Information and Referral 

Information and Referral 

Information and Referral for the Handicapped 

Crippled Children's Program 

JSA Intake* 

Programs to Identify and Prevent 

Developmental Problems 
Crippled Children's Program 

Hereditary Disorders Program 
School Health Services 

Special Program for Infants and Young Children 

Lead Poisoning Prevention 

EPSDT 

Maryland Regional Neonatal Program 
Maryland HigfcRisfc Infant Follow-up Program 



C. Parent Education or Other 
Parent Support Programs 
Family Support Centers 



Family Support Services 



Parent Education Training Program 



AGENCY 

(*ee below) 2 
MSDE 

DHMH/MRDDA 
DHMH/JSA 

DHMH/MRDDA 

DRMH/PMA 
DHMH/PMA 
DHMH/MHA 
DHMH/PMA 
DHMH/PMA 

DHMH/PMA 
DHMH/PMA 



DHR/SSA 



MSDE 



ESTIMATED 
NUMBER SERVED 

30,500 

13,500 

(see Figure 5, 

Specialized Medical 

Services) 

36,000 



(see Figure 5, 
Specialized Medical 
Services) 

72.000 

674,000 

150 

45,000 

(see Figure 2, 
Primary 
Prevention) 
650 transports 

2000 



500 famltie 



DHMH/MRDDA 150 



500 families 



GEOGRAPHIC 
AREA 



statewide 
statewide 
statewide 

statewide 

statewide 

statewide 
statewide 
Central Maryland 
statewide 
statewide 



Metro Baltimore 
(statewide access) 

Baltimore City, 
Baltimore County, 
Washington 
County 



Baltimore City, 
Anne Arundel 
County r 
Prince George's 
County 

Baltimore City, 
Baltimore County, 
Frederick County, 
Calvert County, 
Montgomery 
County, 
Eastern Shore 

statewide 



ESTIMATED 
FUNDING 1 



$346.0002 

$50,000 

(see Figure 5, 
Specialized Medical 
Services) 

$3,500,000 



(see Figure 5 t 
Specialized Medical 
Services) 

$639,000 

(Case Formula) 4 

$425,800 

(Case Formula) 4 

(see Figure 2, 
Primary 
Prevention) 
$365,000 

$243,600 



$397,000* 



$220,000 



$55,000« 



* Total fun<it far FY 86 unlets otherwise noted 

U^Woy Fint ° ^B ' 0 ™ ,,W, and n*"" 1 * <* ««* Council, ft » ioimly funded by OMR. DET. DHMH, Baltimore City and the 

i Servtcei include screening, informal ion and referral aruJ short term intervention 
•The formula used by DHMH to fund local health services 

•Ccfl sKJKw*"* "^^^ * $SO0O ° h ° m S Coi ^ foundation and SSO.000 from the Aaron arid tittle Straus Foundation 



screening of newborns for hereditary and metabolic disorders. These services are 
available on a statewide basis. 

Other screening programs are targeted to specific at-risk populations. These 
include child health services provided in child health clinics of local health 
departments, which focus on Medicaid-eligible and low income children. The 
Lead Poisoning Program also screens over 45,000 children annually and 
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Priorities 
for Future 
Development 



Rroyjde^coansehng about the ejects of increased lead absorption. The Crippled 
Children, program , administered by MRDDA ajso provides screening and early 
intervention ^approximately 14,000 children through local health departments 
private providers, and community health agencies. 

In addition to the above programs which are operated on a statewide basis 
Sta e agencies are testing differing approaches to early intervention services on a 
pHot basis One of these ,, the Mental Hygiene Administration's support for the 
Regional Center for Infants and Children, a private non-profit program which 
focuses on early identification of mental health problems in infants and young 
children This program provides a broad array of diagnostic, evaluation, and 
treatment services to infants, young children and .heir families who are at early 
risk of dysfunction due to mental health problems, addictions or related family 
problem*. J 

m Mental [Hygiene Administration also funds training for mental health clinic 
statt jn providing clinical mterventioris for infants and parents to avert the 
development of serious emotional difficulties. This training has led to the 
establishment of infant psychotherapy programs within community mental health 
elm cs. The infant psychotherapy programs promote more adequate parenting 
familia m ° re P ° sitive devej °P m ent for both the infants and their 

A third type of early intervention program being tested by State agencies 
focuses not jast On children's problems, but on providing support to the family 
unit as a whole. Underlying this approach is a belief that strong and Well- 
functioning families are the key to heading off or coping with children's 
emotional, physical, or behavioral problems. Two programs, similarly titled but 

£i>I y m - ag r aC f ? d * ilh different Ptoses, reflect this approach. 
»A. s demonstration Family Support Center program, new in FY 1986 
provides a range of supports to young parents, particularly teenagers in order to 
help these parents >e more self-sufficient, to avoid further unwanted pregnancies 
and to better care for their children. The program i, designed to intervene early ' 

Lbn^M^hnA' it" f c"' ^ PO ° r ? ild : rearin « P' acti «». anci ultimately, child 
abuse. MRDDA s Family Support Services provides a range of services to 
enable children with developmental disabilities to remain with their families 
Among the services offered are counseling, parent education, support and special 
equipment. *^ 

In summary, these early intervention services are an extremely important part 
°LS e c °^ nU T- Tgt often the "first attack" on the problems of special 
needs children. In addition, identification and treatment of problems early in life 
ma^prevent further p^rogrssion of the problems and more expensive treatment 
in adolescence and adulthood. 

In thedevelopment of this Plan, two major problems were identified in the area 
of early intervention service*. First, there are no broad-based programs which 
focus on the early identification and treatment of children's mental health 
problems. Second, there is concern that the existing information and referral 
systems are not well known and utilized. In addition, the most promising of the 
current programs which intervene early with high-risk families and children 
should be carefuDy examined and expanded as appropriate. The strategy in this 
area will focus on remedies for these problems. 

Objective: Expand mental Health e arly interve ntion programs 



TASK 01: DHMH, through the Mental Hygiene 
Administration, should expand mental health early 
intervention programs for children from birth to age five at 
risk of psychosocial and developmental dysfunction. 
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This would include infants and young children whose parents have histories of 
mental illness, mental retardation, substance abuse or primary care givers who 
are incapacitated or experiencing: considerable stress. By expanding staffing and 
increasing consultation activities with local health clinics, day care centers, 
nursery programs and elementary schools, a greater percentage of the at-risk 
population could be evaluated and treated earlier in their lifetimes. 

Objective: Enhance existing information and referral services 
avail able to specia l needs children 

TASK #2: The Governor's Office for Children and Youth, 
in conjunction with the Maryland State Department of 
Education, the Departm -hi of Human Resources and the 
Department of Health and Mental Hygiene, should develop 
apian to ensure that existing information and referral 
services r each t he families of special needs children. 

The plan should consider outreach activities, publicity campaigns, publications 
directories, and other activities to better reach this population. This plan should 
be completed by June 3D, 1986 and implementation completed by June 30 
1987. 

Objective: Evaluate and, as appropriate, expand services 
which strengthen parenting capacities and general family 
functioning. 

TASK #3: DHR, through SSA, will evaluate its pilot 
program of family support centers which is in its first year 
of pilot testing in FY 1986. If results of the ongoing 
evaluation are positive, SSA will plan to increase the size of 
this program in FY 1987 and FY 19R& 




Ml. EVALUATION, ASSESSMENT AND DIAGNOSIS 

Evaluation means a full range of assessments completed by qualified 
examiners to help diagnose problems and concerns relating to an educationally 
Handicapping conation, medical or health disability^ chemical dependence 
problem, developmental disability, or psychological/mental health problem. The 
results of the a*s*ssment(s) f which must be administered by a properly trained, 
qualified examiner, should be used to assist in focusing on the individual child's 
total needs. Evaluation services, as described above, are available through local 
agencies and departments that serve each jurisdiction in the State of Maryland. 

Evaluation, assessment, and diagnosis are critical to the development of any 
child's service plan. Each child must be carefully and thoroughly evaluated to 
determine the best and most appropriate service plan. 

Analysis Current evaluation activities are a combination of public and private efforts 

of Current (See Figure 4). Some agencies such as the Special Education Divisions of local 
Programs public schools and the Juvenile Services Administration have very structured and 
identifiable evaluation programs. For example, prior to entry into any public 
school special education program, each child is thoroughly evaluated by the local 
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Ill, EVALUATION ASS^SMEffTi AND DIAGNOSIS SERVirr* 



SERVICES AND PROGRAMS 
Clinical Services 

Local Assessment (ARD Process) 
Assessment and Evaluation of Foster Children 
Menial Health Evaluation Services 



AGENCY 

DHMH/JSA 
MSDA/LEA 
DHR/SSA 
DHMH/MHA 



ESTIMATED 

NUMBER SERVED 

8000 

90,000 

2000 



(•^J^giire 5, 

Outpatient 

Therapy) 



GEOGRAPHIC 
AREA 

statewide 
statewide 
statewide 
statewide 



ESTIMATED 
FUNDING 1 

$322,400 



(see Figure 5. 

Outpatient 

Therapy) 



Tola/ Wi for 86 imJeu of hrrwl** noted 



Priorities 
for Future 
Development 



lM^lv^S afld (ARD) tCam and an ^dividual Education Plan 

J^ft' the Juvenile Services Administration contracts with private agencies 
and individual psychiatrists and psychologists to provide psychological 
evaluations for approximately 8000 delinquent and CI NS youth under 18 years 
tT\ ^V tai [ OT ^nlractual clinicians at some JSA institutions who 

t0 a Ocular institution, 
intl^l ^ of soad services consider diagnosis and evaluation an 

integral part of every service. If a child who is the subject of a child abuse or 
neglect report requires a physical or mental health assessment, it is arranged 

Z ap T PnatC Pr ? Vidcr ; ,n ?< {oster ™* P^gram, all children receive 
regdar physical I examinations. Any foster child with special emotional, mental, 
or_behavK»ral problems receives a psychological or psychiatric examination as 

m.nirKr ^ ' ad ° ,CS ^ ntS 4 een in Mental Hygiene Administration (MHA) 
mental health chnics as well as residential treatment and inpatient programs 
receive thorough evaluations, assessments and diagnoses which culminate in 

^Z£»m2mmgr >m iB **** » s " 6 ""' 

i^M^ ^2 4eCUreS eValuation * in * <«"^ent way can in itself 
SSS Wh T m ° rC 8? ° n 1 agCncy muSt serVc * chiW - An attempt to 

s^^some uniform guideines for at least reporting an evaluation is Being 
developed by the State Coordinating Council (SCC) on behalf of the chiWren 
referred to it for residential care. The SCC is also developing a common 
evaluation package which will use existing information to the extent possible 
{such as rte Individual Education Plan (1EP)) in evaluating a child fo> residential 
placement. 

in i£%~rK y P,an ™ n 8. C ? mmi "5 e hr CK, * e " identified Several problems 
in this area which warrant priority action. First, while each agency has a 
diagnosis and I assessment mechanism, there is insufficient coordination between 
agencies where diagnose and evaluation of the same child is concerned A child 
mayoften receive multiple evaluations which essentially confirm the previous 

A second problem i, that, in spite of the number of agencies focusing on 

"~d» chJdren, there are some children With multiple problems for whom 
comprehensive evaluations are difficult to obtain because of funding problems. In 
particular, children who enter the juvenile justice system, but for whom Medicaid 
reimbursements not available to cover the costs of assessment, may lack full 
assessments. Thus, providing adequate assessments for these "uncovered" 
children is a priority. (See "Interagency Issues" . Uncovered Children) 

I he strategy in this area should focus on two objectives. 
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Objective: Reduce duplication in evaluation of the same 
children by establishing procedures by which agencies share 
information. 



TASK #/; Each state agency serving children (MSDE, SSA, 
JSA, PMA, MHA, MRDDA, ACA/DAA) and their local 
agencies should have within the agency standardized intake 
forms wh ich are used consistently throughout the s tate. 



T^J??!!!!?!?J^^ b e shared with all other agencies so there 

is a common understanding of the intake process in each agency. While some 
agencies already have such forms, the agencies which do hot should develop a 
standardized format by October 1, 1986: 



TASK #2: MSDE (through local education agencies), SSA 
(through local departments of social services), JSA, 
MRDDA, ACA/DAA, and MHA should, to the extent 
permitted by law, make their written evaluations of specific 
children available and accessible to other State and local 
agenc ies involved in care planning for the child. 



* « gwiiw w^ aji^wi/cM «#« LUfc ytuyi «i«y far me cniiu. 

^Y ^^^lA' \?86 L agencies should develop written procedures for sharing 
their evaluations, if such procedures do hot currently exist. This is to reduce 
redundant evaluations, yet give each agency the benefit of the evaluations 
alreaHv mmn\+lt>A 



already completed 

TASK #3.- DHMH, through JSA, should develop 
comprehensive localized assessment capabilities for youth 
who are referred for subs titute care through JSA. 



To the extent practical and feasible, JSA should coordinate these assessments 
with other agencies (SSA, MHA, ACA/DAA) who may have already done 
evaluations on the same child. The assessment teams are to be operational by 
the end of FY 1986. 



IV. IN-HOME AND COMMUNITY SERVICES 

__!_?\^ om A a J^ are those services provided to support a 

family living situation for a child, thereby preventing out-of-home care unless 
such care is clearly in the best interest of the child. In-home and community 
services are also provided to assist a child and his or her family when the child 
has returned home from a substitute care program. 

An effective continuum of in* home and community services requires a number 
of discrete services, as shown in Figure 5. In general, the services in this area can 
be divided into five major sets of activities: 

• Those services that directly support the physical maintenance of a child in 
b** °L h^.b?**** Including specialized equipment, special medical services, 
and personal care. 

• Those services dedicated to education and socialization, including day 
education/treatment, vocational education, tutoring and recreation. 
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Figure 5 



IV. IN-HOME AND COMMUNITY SERVICES 



SERVICES AND PROGRAMS 
A. Family and Individual Counseling 



AGENCY 



ESTIMATED. _ 
NUMBER SERVED 



GEOGRAPHIC 
AREA 



Single Parent Services 
Intensive Family Services 
Continuing Protective Services 
Services to Families with Children 
Youth Services Bureaus 


DHR/SSA 
DHR/SSA 
DHR/SSA 
DHR/SSA 
DHMH/JSA 


1600 

600 families 
4100 families 
3000 (amc) 
10,000 


statewide 

1 3 jurisdictions 

statewide 

statewide 

20 bureaus in 8 


Diversion Programs 


nuMi-i/ ic a- 


1941 


jurisdictions 

Baltimore City; 
Prince George's 


Probation and Aftercare 

In-Home Alternatives to Detention 
and Commitment 


DHMH/JSA 
DHMH/JSA 


7022 
1500 


County 

statewide 

5 jurisdictions 


Community Arbitration 


DHMH/JSA 


4200 


Baltimore City, 


Family Support Services 


DHMH/MRDDA 


(see Figure 3, 
Parent 


Prince George's 
County, 
Anne Arundel 
County, 

Baltimore County 
14 jurisdictions 



Adolescent Pregnancy and Prevention 

B. Outpatient Psychiatric Therapy 
Outpatient Therapy tor Chemically 
Dependent Adolescents 

MHA Clinic Programs 

Purchase of Service 

C. Respite Care 
Respite Care 

D. Day Education/Treatment 

RICA 1.2.3 

Frederick County Day Education Program 

Purchase of Service 

Good Shepherd Day Program 

Murphy Youth Centers 
Special Education 3 
Special Education 7 

E. Recreation/Social Programs 

Summer Day Program 
Youth Services Bureaus 

F. Personal Care 

In-Home Aides/Parent Aides 



DHMH/PMA 



Education) 
1333 



~DFf.il i/DAA/ACA 2000 
DHMH/MHA 
DHMH/JSA 



47 J 5 

(admissions) 
2336 



DHR/SSA 

DHMH/MHA 
DHMH/MHA 
DHMH/JSA 
DHMH/JSA 

DHMH/JSA 
MSDE/LEA'S 

MSPE/Non-Public 
arid State- 
Operated Programs 



615 

230 slots 
21 slots 
400 
42 

KO(ade) 

88,022 

1273 



DHMH/MRDDA 1953 
DHMH/JSA 15,000 



DHR/SSA 



943 (amc) 
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1 5 jurisdictions 

statewide 
statewide 
statewide 

statewide 

1 2 jurisdictions 
Frederick County 
statewide 

Baltimore City, 
Baltimore County 
Baltimore City 
statewide 
statewide 



statewide 
20 bureaus in 
8 jurisdictions 

statewide 



ESTIMATED 
FUNDING 1 



$1,012,000 

$1,200,000 

$12,938,0002 

$8,300,000 

$1,000,000 

$900,000 

$8,000,000 
$1,200,000 

$580,000 



(see Figure 3, 
Parent 
Education) 
$213,000 



$750,000 

$3,200,0003 

$1,100,000 

$465,000 

$5,400,000* 
$114,000 
$429,000 
$78,500 

$700,000 

$255,000,000* 

$9,400,000« 



$247,700 
$400,000 



$2,500,000 
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IN-HOME AND COMMUNITY SERVICES (continued) 



SERVICES AND PROGRAMS 
G. Day Care 

Day Ca^e 

Family Support Services 



H. Specialized Equipment and 
Hooting Adaptations 

Crippled Children's Program 



Family Support Services 



I, Transportation 



J. Vocational Education 

Murphy Youth Centers 

Purchase of Service 
Public Schools 

Academic/Vocational Programs 
K; Tutoring 1 1 

t. Specialized Medical Services 
Crippled Children's Pro£ m 

M. Self Help 

N, Volunteers 

Foster Grandparents 
Volunteers 

O. Adoption 

Subsidized Adoption 



AGENCY 

DHR/SSA 
DHMH/MRDDA 



DHMH/MRDDA 



DHMH/MRDDA 



MSDE/tEA 



DHMH/JSA 

DHMH/JSA 
MSDE/tEA *s 
DHMH/JSA 



ESTIMATED 
NUMBER SERVED 



7445 slots* 

(see Figure 3. 
Parent 
Edue- lion) 



( see Specialized 

Meoical 

Sericesj 

(see Figure 3, 

Parent 

Education) 

(sec bc!ow) t0 



(see Day 
Education) 

100 

1 1 10 

500 



DHMH/MRDDA 14,000 
DHMH/ACA/OAA 20.000 



DHMH/JSA 
DHMH/JSA 

DHR/SSA 



500 
1880 

1395 (amc) 



GEOGRAPHIC 
AREA 



statewide 

14 jurisdictions 



statewide 



14 jurisdictions 



statewide 



Baltimore City 

statewide 
statewide 
statewide 



statewide 
statewide 

5 jurisdictions 
statewide 

statewide 



ESTIMATED 
FUNDING 1 



SI 6.350.000* 
(see Figure 3, 
Parent 
Education) 



(see Specialized 

Medical 

Services) 

(see Figure 3 

Parent 

Education) 

(included in 
regular 
transportation 
budget) 



(see Day 

Education) 

$54,000 

$2,476,000 

$428,866 



$5,000,000 
(see below) 12 

$181,000 
$103,000 

$3,900,000 



J7*«' to&i»FY-$6-unl*u otherwise noted 

Service, funding ; include* inveWgatiarii as well as continuing ,^w C « 

'FY 86 funding 

4 ^** ^ n d*?*h/'_LACQ! education agencies aha contribute _ 

IE* l -* V€h t V 'P*< ial •ducatiori services provide* in local education agencies 
*r Y 84 funding 

•CTSAr^Sn^™"' VS *"' 0 ' "" C0 ' i0 - «—«"' «" 't*™* ~"-P«W'C day p^rom. and Ua,.^,. lt d day p,og,.m, 

c.^Z^^^^t ZT^Z U " ** *~* * = ^ 5= US dtt. „,«d and i. fa ^ » ,W 

'Mixji/aW* i/ nre^a at pari o? an Individual Education Plan (tEP) 
' 'An imporion/ port of the continuum, hut not currently offered by any agency 

"Thi, include Alco hotTc. Ancnyn^.. ffo ccic. Anonymou.. Ma, m and Alanon «a, , mi ,y n^j q, U,„h aUoho, ol~,< p, Mml) . So .,«. , U ndin t » pMiM . 
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* Those service, directed a. a child's or family's emotional well-being or 
special mental health need, sue h a, counseling, ou.-patient therapy, 
volunteers, and self-help groups: H 

* Those «rvices which, by providing short-term, alternative care 
arrangements, are critical to enabling a parent to assume overall care 
respons.b.l.t.es fora chi.d. Such service, may include those wlf h care for 
a chid for part of a day (such a, family day care or day care centers) or 
for longer penod, of time, such as respite care programs 

* SerVi , CeS ', Wh, ' Ch deSigned to P rovide • Permanent home to a 
the child ParCn,S Cann ° l ° r Wi " " dl re, ^ in Paren,al <^°dy of 

Analysis The first category of services, those designed to help maintain a child 

Of Current Phys.cally m the home, have experienced only moderate growth in recent years 
Programs * medicd e ^P™" ' «d teufi ?SSSS^ 

CM*?? V "T**? SerV , iceS ' are P rovitJetJ "rough MRDDA's Crippled 

DHV/st\',P^n?IiS hdp,ng mai " tain a child fttfe home is taken by 

«I I I- l Aide program. Parent aides assist families with the routines 
of daily hvjng: housekeeping, shopping, child care, and so forth. The ser*«7, 

fW aVa i ab,e L hr ° Ugh ,OCaJ de P artme " , » of social ,ervice,, pnmari!y"or 
families where abuse or neglect has occurred. By relieving parents ncris s of the 
stress associated w.th these acuvibes, parent aides can help to stab fee a familv 
s.tuat.on and even prevent the removal of a child from the home * 
1 he second category of care, services supporting a child's educational needs 
are the most predom.nant on the continuum, at least in terms of numteTof 
cbldren serviced. As described earlier in this plan, implementation of fedetl law 

lu CO T araWeState ,aw ' has oeen one of the driving forces n 
ma^tauung children with special needs in the Community. In Mary and in FY 

outtf,' rr'W 000 handicapped children Were served ffi Maryland', 
public school special education program, 7 s 

dav"^W SPedal ^"^"Pfogram, are supplemented in Maryland by other 
2000 S°" Pr0gram8 !° r . cl i ,dren ouWd * of public schools. Approximate / 
2,000 children were served ,n State-operated programs and non-public proems 
requmng state tu,,,ona,si,tance. The availability of these programs on a df v 
attendance basjs ,, a cntical part of a community service strategyT previously 
many children had to live ,n residential settings in order to receive these 
Day education programs of this type include The 230 DHMHOTA day 

!r « !Pf r?- i j .* P ^ ad eoucat| on Placements in non-public 
educauond facilities funded jointly by local and state education fund, However 
SSA anH isT *. e *"PP * °< these services. In addition to the WCA^ bSh 
nriv». JS ^"P 6 ™^ chddren participate in day educational programs of 
private prov,ders, such a, the Good Shepherd Day Program. ^ 

gther type, of specialized educational programs are provided to special need, 
children, both ,n and out of public School,. Vocational education se^ceT for 
exampfe, can be an important educational alternative for spec.al need" hildr^n 
r. addition to the pub ic program, in ,he,e areas, JSA also prov dTli^ted 
funding for vocational education for the children it serves 

The third category of care, services supporting a child's or family's general 
mncbomng or specie/ mental health needs, are the second most predoSni on 
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conl i naum _LT' 1 ^ e services include a wide range of counseling services, as 
well as less formal types of support such as selr-help groups. 

The approaches t > ken to "counseling" vary greatly by agency. In many 
instances, counseling does not exist by itself as a discrete service, but is part of a 
broader program of community services that agencies make available to families. 
Because this is an area in which agencies are reshaping services, this group of 
services warrants further description. 

For example, counseling is an integral part of JSA's Youth Services Bureaus 
( YSB's), which are JSA's main vehicle for serving pre-delinquent youth in a 
community setting. YSB's counseling services are delivered in a way that is 
appropriate for reaching adolescents. They involve not just traditional, one-on- 
one therapy, but often are part of a group process or recreational and social 
a 5i'yily ; _.Th_ e A r j? ul ' 1 Services Bureau's focus is on assisting young people to cope 
s " c . c ^ ss ^yy_'"_*b^ r family, school, and community environments; counseling 
activities are interwoven with the variety of activities that promote this goal. 

Similarly, the Social Services Administration, through local departments of 
social services, is seeking to build a range of family services that adapt to the 
type _of need a family may have. Continuing Protective Services are provided to 
families where there has Seen a report of abuse or neglect, and where on-going 
monitoring of the child's situation and/or support for the family is required. 

A similar service, but one that recognizes that some families need even more 
support in order to care for their children, is SSA's Intensive Family Services 

R r ®? ra "7 - This program, like Continuing Protective Services, also serves 
families in which child abuse or neglect has occurred. It too, aims to ensure the 
safety ^ of the child and, by resolving the crises that have resulted in abuse or 
neglect^ prevents the child's entry into foster care. In IFS, however, the 
intervention with the family is more intensive. A social worker and parent aide 
team, using a purch^^^ op to $600 per child, meet other 

heeds the family may have, including securing necessary furniture, making rent 
deposits, or purchasing more specialized therapeutic assistance. IFS addresses 
the many factors that, if not dealt with, can cause a child to be removed from the 
home. 

SSA's family services include two other programs. The Services to Families 
™^ Children (SFC) program provides counseling to families who are facing 
crises or experiencing general dysfunction. While not targeted to children with 
special needs, the program serves many families who have disturbed children. 

Tfie Single Parent Service (SPS) program assists unmarried pregnant 
teenagers and teenagers with young children by providing information and 
re ferral, counseling assistance in moving back into school or employment, and 
assistance in securing appropriate health care or other services for the child. 
Single Parent Service also works to prevent future out-of-wedlock pregnancies 
and to provide support to these young families in order to prevent the occurrence 
of future problems for the child, the mother and the family. 

__A n 9 l ^J m P drtahl comporieht bf counseling services for children and families 
are the mental health services provided by the State through community mental 
health ceriters and supervised and funded by DHMH/MHA. These services 
involve a wide range of treatment modalities including famiiy, group and 
individual therapy, drug therapy^ etc. The mode of service delivery focuses 
primarily on clinic-based assessment and treatment. In some locations these 
services are provided by specialized child and adolescent mental health teams. In 
other areas, special staff is not available, Other agencies serving children and 
families, such as JSA, SSA, and MRDDA, refer to those services when families 
they serve require mental health counseling beyond the scope of the counseling 
services each agency provides. 
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Priorities 
For Future 
Development 



r, ^ m - h ° me and immunity services is services which 

^&h*V£ ™£™^-*'-* d ° y ' ***** iiMS « « family in its 
«rfe of caring for the child The pnmary service for this purpose is chiia day care 

wo* f 5S f ? n : ,,,eS reqU ' re f °f a " or P a " ? a order for the parent/to 

no longer provide day care directly. SSA administers 
^chase-of-day care program which subsidizes care for loW-incomlS « 
Ch,yren who req^re care because of potential or actual abase or negled ™ to 
avo,d .nst.tut.onahzat.on receive first priority in this program. In addition the 
program provdes spec.al rates for children with handicapping conditions. 
forloedaT Ser w Ce ^i ^ ^ which can assist families caring 

ttSSL *f* -^^V**^*^** «vere emotional, mental, or 

ffon fl£ -.f," aPS ' C T ^ VideS families wilh s °™ temporary relief 

from jhe intensive care demands which these children require. However resp te 
care 3 emces ,„ Maryland are few. Currently. SSA provides respite car^ for 
approx,mately 615 fami ies of developmentally disabled children. There" is no 
"tK Smf t3t f l0T emo,i ° na,ly disturbea c ™ la ™ ^d their families, 
hni^ C ^°7 .t erV,CeS " ^ 6pir <* ser, "" ces ' which provide a permanent 
home for a chJd who otherwise would not have one. The State's adoption 

DHR/Ss1"'^ leret L thr r ^ ,oc f l de P a "™"" of social services under 
BHR/SSA s oversight, develops homes for children in foster care. Increasingly 
these . are children with special needs, defined for purposes of adoption aToMer 
children, mmonty children and sibling groups, as Well as children with 
handicapping conditions. Through the State- and federally-supported subsidized 
^S?!' 0 " Program, Placemen, of these children has grown to over 1,400 children 
in rY 1986, a rapid increase in the past four years. 

HrtT^'Z?!?' ^'P. 0 ' 131 ! 0 "' ma y be included as part of a service program 
Howev^er, with the f exception of transportation provided by local education 
agencies as part of a plan for the education of handicapped children it is hot 
separately identified in the Plan. cmioren, it is not 

Finally one service identified as necessary On the continuum of in-home and 
community services, tutoring, is offered on such a limited basis that it is not 
shown as part of any program. 

tf^if? 3 ,arge number of communitybased services have been defined and are 
fo^ areaT OVera " State 5131 ' acks * C ° m *" contfouum of car? 

J"™" 1 * deVd ? ped s VPP° rt s y stems are focused on specific target 
333S -I C H e " " men t ta ' r f tardation ' delinquent,, abused and neglected 
children). However, even for these populations, additional service resources are 
^^J^^_W^m^_0^ n^hof-cfA\iii^-. In addition, certain gaps 
.n the service continuum need ! to be filled. There continues to be an inadequate 
continuum of mental health services for children and adolescents. ServicS to 
prevent teenage j pregnancy are desperately lacking. Respite care services, which 
are often critical to a family to allow them ,d maintain their children in the 
community, are minimal. 

In view of these and other service gaps, the agencies' priorities for service 
development are shown below. »«vice 

Objective: Expand community- based alternative education 
programs available to special needs children. 
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TASK #1: MSDE, working with JSA, 55 A, MRDDA, 
ACA/DAA, and MHA, wilt promote the development of 
appropriate alternative academic and vocational programs 
for youth who do not function well in regular education 
settings and who require a program of individualized 
linstruction that meets their specialized ne eds. 

In order to maintain the range of special needs children in the community, 
priority must be given by local education agencies to an expanded range of 
educational options. By more flexibly meeting the educational needs of children 
and youth, these programs would play important roles in overall plans to 
maintain childreh at home. 

authority over local education agencies, MSDE 
can only promote these programs. Recognizing that this must be a long-term 
objective, the IPCC nevertheless recommends that in FY 1987, MSDE, with 
support from the other state agencies, intensify efforts to assist LEA's to develop 
this type of programming. 

Objective: Expand other home and community services whose 
absence creates the most severe gaps in the c ontinuum. 

TASK #2; DHR through SSA, and DHMH through 
MRDDA, JSA and MHA, will develop an expansion plan 
for respite care, day care for special needs children, and 
persdhdljcdr^/oareni aide services. 

These services which directly assist parents to maintain special needs children 
in their homes are in short supply. To ensure their growth in the next three years, • 
the two lead agencies, through the I PCC, will assess adequacy of resources in 
relation to need and present a plan to t he iPCC by October 1, 1986. 

TASK #3; DHMH* through MHA, should expand treatment 
staff, with specialities in child and adolescent mental 
health, in community mental health centers and increase 
outreach services to emotionally disturbed children and 
thetr fam ilies including home-based interventions. 

The availability of mental health services for children and their families 
continues to be one of the most critical gaps In the continuum and is deemed a 
priority by all agencies. The lack of this service is frequently the missing link in 
State agencies* plans (particularly JSA's and SSA's) to maintain a child out of 
substitute care. 

In the long term, the availability of these services must be expanded and 
DHMH/MHA is requested by the IPCC to indicate short- and long-range plans 
for the development of these services as part of budget planning [or FY 1988. In 
the short term, increasing the availability of current services to SSA and JSA as 
part of their service plans for children may better target these community mental 
health services. Toward this goa l, Task #4, below, will be pursue d. 

TASK #4: In FY 1987 local mental health centers will 
enter into agreements with local departments of social 
services and locally-based JSA intake, probation and after 
care units to m ake mental health consultation available. 
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Objective: Develop community-based service systems that 
better organize the diverse services needed to promote the 
growth and development of adolescents 



TASK #5.- DHMH, through JSA, should take the lead i„ 
developing a Man for the expansion of community- based 

O TOO mm * Mi* 



All agencies are seeing an increase in the incidence of "throwaway" children 
and an escalation ,n the seriousness of emotional, behavioral, and chemical 
dependence problems exhibited by adolescents. However, public services £ this 
age group are .particularly underdeveloped, and in many communities have no 
specific focal point. In part, this is because no State agency has lead 

ISS^ y n ee !" ? thSt C °, mmUnity servicesfo ' ^olescents evolve in a 
systematic way. By irst providing a focal point for state planning and budget 

iZft^ r A ?^^™ a * mcieS can ^gin «° address thi, problem 
a^hefcK" Sc " cit y°< "sources) Erectly. The IPCC has designated JSA 
as the lead agency to coordinate the development of a plan of community 
A e ^i°fA ado, ef cents, with partidpation from SSA, MHA MRDDA 
AeA/DAA and MSDE. JSA's lead in this task do«'notlp|y a Tocusonly on 
delmquen orpre-dehnquent youth; the Plan will address broader populaUons of 
accents at r„k. The schedule for completion of this task will b^ set by the 

Objective: Expand community-based services which prevent 
entry into foster care and other forms of substitute care. 



TASK #6.. DHR, through SSA, will continue to expand its 

aervtce Pogroms in order to maintain children in 
thetr homes and comm uniti es rather th an in foster 



SSA's Intensive Family Services (IFS) program will be evaluated in FY 1986 
« the basis for intended expansion in FY 1988. To assist families whose need 

u 7 " ^ aCUte those served ^ «*. SSA will also plan to expand 

its Con ,nu.ng Protective Services program to achieve an appropriate 
worker/family ratio and its Services to Families with Children (SFC) program in 
order to ass„t ,U dysfunctional families before their difficulties with child-bearing 

^V^^TiWF* SSA ' S family — - " & 

TASK #7: DHMH, through MRDDA, should expand the 
Family Support Services program in the jurisdictions now 
participating as well as to the remaining uncovered 
juri sdictions m the State. 



Whde MRDDA s Family Support Services program is not solely for the 
S£h5 ^ Prevent^ fosto c»e, its goal of maintaining developmental^ 
disabled children in the* homes is essential to avoid unnecessary foster 
~ri!I T,' ° nC T? aCe ?', ^^entally disabled children often remain for long 
periods of time. Thus ,f long-term substitute care is to be avoided, expansion of 
this community-based program is critical. expansion ot 

Objective: Establish a core service system to prevent 
adolescent pregnancy and to address the needs of teenage 
parents and their children. 8 
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TASK PS: DHR, through SSA and local departments of 
social services, wilt coordinate development o f a core 
services system to prevent teenage pregnancy and assist 
adolescent parents, as called for by the report of the 

r^s Task Force on Teen Pregnancy- 



Gore services are those which identify youth at Hsk* ensure access to services, 
and then provide case management services to link adolescents to the 
comprehensive array of health, educational, arid social services needed to avoid 
unwanted pregnancies or to reduce the negative effects of such pregnancies for 
parents and children. 

Objective: Expand adoption opportunities For special needs 
child ren to ensur e permanent homes for these children. 



TASK §9: DHR, through SSA and working in conjunction 
with MRDDA and the Developmental Disabilities Council, 
wilt explore adoption opportunities for special needs 
c hildren with par ticular emphasis on minority children. 



L^X „*?®?_j w j'^^ x P ai1 4 adoption recruitment activities in private and 
iblic sector workplaces in the state, and will seek to increase recruitment 
activities ia cooperation with minority churches and community organizations. 
By expanding community knowledge about the adoptability of special needs 
children, SSA will aim to increase the placement rate of special needs children 
even beyond the gains made in the past two years. 



V, SUBSTITUT E CAR E 



Analysis 
of Current 
Programs 



Substitute care offers an alternative living situation, other than the home of the 
natural parent(s), adoptive parents or guardians, into which a child can be 
placed, when remaining at home is not in the best interest of the child. Substitute 
care includes emergency and shelter care, family foster care, and the more 
intensive residential services including residential treatment centers and 
psychiatric hospitalization. 

Maryland's substitute care programs (see Figure 6) have undergone marked 
change in the past ten years arid will continue to change in the years to come. 

Prior to the 1970's residential care, including both family foster care and 
institutional care, was the general treatment modality for special needs children. 
However, as described in the Introduction to this Plan, throughout the 1970's 
and continuing in recent years, the philosophy of appropriate treatment has 
changed and emphasis at both the national arid state levels has been to keep 
children with their families. 

This trend does not mean that substitute care programs have become a less 
critical part of the continuum, but that they should be used only when they are 
the most appropriate, least restrictive, form of care that meets a child's needs. 

During the past 15 years there has been increased recognition of the 
specialized treatment needs of children and adolescents requiring institutional 
care. Hospital units specifically for the treatment of adolescents with severe and 
acute disorders have been developed, as have three residential treatment centers 
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Figure 6 



Y. SUBSTITUTE CARE SERVICES 



SERVICES AND PROGRAMS 

A. Emergency and Shelter Care 
Emergency Shelter Care 
Runaway Youth 

Emergency and Shelter Care 

B. Family Foster Care 

Individualized Family Placement 
(specialized family care) 

Family Foster Care 
Family Foster Care 
Family Foster Care 
(specialized or therapeutic homes) 

C. Residential Services 

1. Alternative Living Uni! (ALU) 
MR 

2. Group Homes 

Group Homes 
Group Homes 

Group Homes 
Group Homes 

3. Small Residential Centers 
MR and NRDD 
Maryland Youth Residence 
Purchase of Care 

Good Shepherd 

4. Non.Public Special Education Facilities 4 

5. Residential Treatment Centers 
State Residential Centers 
Purchase of Care 

Residential Treatment for 
Chemical Dependence 

RICA 1,2,3 

Villa Maria 
Residential Treatment 

Purchase of Care 
6. Psychiatric Hospitals 
Psycrartric Hospitals 

Purchase of Care 



AGENCY 

DHMH/JSA 
DHMH/JSA 
DHR/SSA 



ESTIMATED 

NUMBER SERVED 

110 (adp) 
645 

129 (amc) 



DHMH/MRDDA 35 



DHMH/JSA 

DHR/SSA 

DHR/SSA 



DHMH/MRDDA 



DHMH/MRDDA 



DHMH/ACA/DAA 
DHMH/MHA 

DHMH/JSA 
DHR/SSA 



261 

5000 (amc) 
893 (amc) 



(see Small 
Residential 
Centers) 

(see Small 
Residential 
Centers) 
96 

20 beds 



159 (adp) 
685^ 



DHMH/MRDDA 155 
DHMH/JSA 26 (adp) 

DHMH/JSA 152 (adp) 

DHMH/JSA 70 (adp) 

MSDE/LEA', 685 

DHMH/MRDDA 269 
DHMH/MRDDA 23 

DHMH/ACA/DAA 160 

DHMH/MHA 180 beds 

DHMH/MHA 80 beds 

DHR/SSA (see Group 
Homes) 

DHMH/JSA 47 (adp) 

DHMH/MHA 379' 

(admissions) 

DHMH/JSA 8 (adp) 



GEOGRAPHIC 
AREA 



statewide 

3 jurisdictions 
statewide 



statewide 



statewide 
statewide 
statewide 



statewide 



statewide 

Metro Baltimore 
Central Maryland, 
Southern Maryland, 
Eastern Shore 

statewide access 
statewide 

statewide 
statewide 
statewide 
statewide 
statewide 

statewide 

Central Maryland, 
Western Maryland, 
out of state 

Allegany County, 
Q?l rc !*]er County, 
(statewide access) 

3 jurisdictions 
(statewide access) 
statewide access 
statewide 

statewide 

statewide access 
statewide 



ESTIMATED 
FUNDING* 



$1,400,000 

$200,000 

$590,000 

$167,00 

$309,000 

$23,243,000 

$2,900,00 



(see Small 
Residential 
Centers) 

(see Small 
Residential 
Centers) 

$500,000 

$410,000 



$2,600,000 
$9,500,0002 

$1,580,000* 
$792,000 
$2,832,000 
$1,328,000 
$2 1, 400,000 s 

$9,300,000 
$404,800* 

$520,000 

$7,773,000 

$2,600,000 

(seeGroup 
Homes) 

$1,260,000 

(included in 
facility budgets) 

$80,000 



28 

41 

ERIC 



SUBSTITUTE CARE SERVICES 



(continued) 



SERVICES AND PROGRAMS 

7. Detention and Commitment Institutions 
Detention Only Institutions 
Youth Centers 
Hicfcey School 
Montrose School 



AGENCY 



DHMH/JSA 
DHMH/JSA 
DHMH/JSA 
DHMH/JSA 



ESTIMATED 
NUMBER SERVED 



156{<idp) 
234 (adp) 
430 (adp) 
270 (adp) 



GEOGRAPHIC 
AREA 



ESTIMATED 
FUNDING' 



statewide 
statewide 
statewide 
statewide 



S9.200.000 

S3.5bo,bbb 

$11:200.000 
S7.600.000 



• Total fund* lor FY 86 unlrss otherwise noted 

:^ *i , i ma !^- nUmbrf in f' 0 *"* ' wm « and rri,drn»al treatment centeri it ctmihinrd here under tfr„t«f> h,»ne> 

■ C-j 85 funding 

»Z^VrS VC 7 ^ Vt tttrCiQl " lucation lundrd hu *»nd focal fund* in opfro,^ nnnfiuMic educatinnal inwtution* 

ft-Y. 84 funding 

"FY 85 funding 

Admiuion* 61 children and adalrtcentt ontu 



(RICA's), to serve those children and adolescents who require long-term 
treatment for more chronic disorders. 

One of the most significant alternatives in the substitute care system has been 
the development of the negotiated rates system, used by SSA and JSA as part of 
their purchase-of-care system. Under negotiated rates, a residential care facility's 
rates are negotiated based on the actual allowable costs of the facility, within cost 
guidelines set by the State; (SSA administers the system for both SSA arid JSA, 
with ari advisory group that includes private providers as well.) In FY 1987, the 
negotiated rates system is likely to achieve 1 06 percent of the allowable costs 
of care, thereby assuring providers of greater financial stability: In addition 
to providing fair rates for State-purchased care, the negotiated rates system is 
also designed to ensure quality care and to promote a care system that responds 
disectly to the needs of children. 

^ a5t a ?_Lh? s y slem oi institutibrial care is changing, so is the system of foster 
family homes. Board rates for SSA foster family homes have increased by 25 
percent in the past two years, accompanied by additional training requirements 
for foster parents. The Department of Human Resources 1 comprehensive plan for 
strengthening the foster care system, began in FY 1986, has also included 
additional staff for local departments of social services, greater teamwork 
between foster care workers and foster parents, and the pilot testing of 
Specialized or therapeutic foster homes for children whose needs are more severe 
than can be met in regular foster homes. 

While the substitute care system is changing in response to the new 
requirements placed upon it, certain problems remain: 

• The children who come into substitute care through SSA and JSA often 
have severe emotional disturbances, severe behavioral problems, or 
multiple problems and the range of substitute care services for these 
children is not yet available. 

• There are small, but mcreasingly prominent special populations of children 
for whom appropriate substitute care resources simpl} do not exist. These 
include: 

• children who exhibit violent behaviors, i.e., children who injure 
themselves and others; 

• children with multiple handicapping conditions, particularly those with a 
combination of emotional and mental disorders, e.g., emotionally 
disturbed/retarded children; 

' !? vere 'y handicapped children whose families can no longer physically 
care for them, and who need long-term care in a substitute placement; 
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chemically dependent or chemically abusing adolescents; and 
the increasingly troubled children who are entering care on an 
emergency basis and for whom emergency and diagnostic care is 



Priorities 
for Future 
Service Development 



For those children for whom substitute care is the appropriate setting the State 
has the respons.b.hty io provide a high quality of care designed to meetthelr 
md.v.dual needs. Recognizing this responsibility, State agencies have begun 
several .natives designed to upgrade the quality of insltior.al care. These 
mc ude: the implementation of plans by MR DBA to improve programming 
staffing; qudrty of care environmental/physical conditions and to reduce the 
populate a State Residential Centers (SRC's) as well as the plan by JS A to 
man^ ^**» *" d Hi <*<* School to provide better overa£ 

Programmmg «rd oversight. In addition, as part of its recently 
announced plan for updating facilities, JSA is planning to provide up to 70 
placements for comm.tted youth at the Clen Mills School ia Pennsylvania", 
nasally recognized model for aggressive, "acting out" ddinquent youth.' 

Beyond toese actions, however, the State's goal must be to put in place the 
range of substitute care setting, necessary to meet a child's needs 4enthi level 
and intensity of care is appropriate. 

ON^tive^ Develop a wider range of residential care settings 
based ^Wngs °" Sm ' kniily-oriented and community- 

TASK #1: DHMH, through MRDDA, will continue to 

y? le ™ n ? W*-™** Master Facilities Plan for 

deinstitutionalization by: 

a. reducing the number of State Residential Center beds by 
37 percent (2,621 to 1,664 available beds); and 

b. increasing the number of available community beds from 
FY 1994 begtnnt " 8 of ** m S to 4,549 by the end of 

T 3f? #2 V AL DHMH > trough MHA, will establish four 
additional therapeutic group homes in FY 1986-87 with a 
total capacity of 10 homes by FY 1988, 

TASK #3 DHMH, through JSA, will investigate the 
development of two additional youth centers (one may be 
an^f^f^f "* *< ^ntrose 

TASK #4: DHMH, through JSA, wilt seek to increase 
J tngfor pTacemen t s in small residential settings 



f Jf^f P"'C"ase-of.care budget has been unable to meet the needs of children 
bl^n ^V" recent .^r- °" e to fundin « limitations, some youth have 
bee nnappropnately gained in JSA Commitment Institutions. To ensure that 
Aese chJdren receive the care they need, JSA will see lc to increase its funding 
purchased placements by $ 1 .3 million through FY 1 988. 8 
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Objective: Increase the availability of emergency shelter and 
assessment/ diagnostic services for children, particularly those 
coming into fos ter care. 



TASK #5.- DHMH, through SSA, will seek to expand beds 
in emergency shelter cafe facilities or emergency foster 
homes, with associated diagnostic and assessment 
facilities, by approximately 40 beds in FY 1987 and FY 
198 8. 



Too often, the lack of these Beds means that children coming into care are 
placed in regular foster norms wfiich are unable to meet their needs. This can 
contribute to unnecessary multiple placements. The development of these beds 
should help ensure that chilcren's needs are identified and that placement of a 
child — whether in a regula- foster home, a residential care facility, or back with 
his or her parents — is the appropriate care setting for his or her needs. 



TAJK #6: DHMH, through JSA, should expand from four 
to five the number of Runaway Youth programs which 
provide temporary emergency shelter care. 



icT he n° ,Ume of need for ,heae services requires at least one more facility and 
JSA will pursue the development of this facility as part of its overall development 
ot community-based services. 

Objective: Expand the range of available types of foster 
family care, in order to better respond to the diverse needs of 
childre n coming into care. 



TASK #7: DHR, through SSA, will seek to expand the 
number of specialized or therapeutic foster homes to 60 
' ' ' 1987. 



This will build upon the experience of the pilot tests of alternative forms of 
foster family homes begun by SSA in FY 1986. It is estimated that at least 60 
beds will be needed by the end of FY 1 987- 



#& DHR, through SSA, will lake the lead with 
MRDDA and MH A in developing a multi-year strategy for 
more appropriate service for handicapped children 
requiring long-term care, but who are not appropriate for 
the current foster care system and who have rid other 
avenue fox 



The strategy should include: analysis of the number of children with 
actual/potential need; identification of MRDDA 's capacity to serve these children 
in their own homes; and development of a joint DHR/DHMH pilot project to 
provide funding for these children as part of a long-term specialized care 
program. 

Objective: Continue to develop in-state resources for children 
who now must be placed out of state because there is no 
appropriate Maryland facility which meets their needs. 
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TASK #9: The State Coordinating Council tor the 
Residential Placement of Handicapped Children (SCC) will 
identify common needs fitted by out-of-state placements 
that coul d support alternative in-state programs. 



The Interagency Planning Committee for Children Will then assign lead 
responsibly to an agency to develop plans for a range of in-stale residential 
!Tf^ . ,l ? ese children - " is intended that SSA. JSA, MRDDA, MR A 
and MDSE develop coordinated budget requests to provide necessary start-up 
unds for these programs (Alternative funding options such as those available 
through the Department of Economic and Community Development will also be 
investigated): 

Objective: Increase the range of specialized short term 
residential services, as necessary, to meet the mental health 
needs o f children. 



l? S ££ U: /PP through MHA, should - by August ■ 
•31, /y«o, — take the lead in developing a plan for bed 
expansion to accommodate the needs of emotionally 
disturbed children 12 years old and under with priority 
given to in-patient care tinder 90 days. 

TASK #1 1: DHMH, with JSA as the lead agency and with 
support from MHA and DHR/SSA, will develop a 
residential treatment program for children on the Eastern 
Shore. 



Planning for this facility is well underway. With collaborative support and 
funding fromJSA, MHA and SSA. this program is scheduled to begin 
operation in FY 1987. 

In addition to these objectives, the I PCC identified other priorities for resource 
development which wdl be a focus of planning in the year ahead. These include 
Uie development of both short-term residential treatment programs and group 
home programs for chemically dependent youth. The IPCC has identified the 
severe lack_of these services as a problem, but additional planning is needed 
before specific objectives are set in these areas. 
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INTERAGENCY ISSUES IN MANAGING THE 
CONTINUUM OF CHIL DREN'S SE RVICES _ 

The preceding sections of the Plan identify the continuum of services arid 
priorities for future development. Expansion of service by itself, however, will riot 
result in the well-coordinated system of services that is sought In addition, it is 
necessary to resolve key issues of service planning, management, and delivery 
which affect all children's services. 

For this section of the Plan, the State agencies examined eight "cross-cuiting" 
administrative or service delivery issues. For each, options were considered and 
recommendations made about how best to address the issue so as to improve 
services to children and families. The plans of action relate to each of the issues 
listed below: 

• Uncovered Children 

• Ongoing Long-Range Planning; Joint Budgeting and Funding 

• Service Planning and Case Management 

• Community Education Regarding the Availability of Services for Special 
Needs Children 

• Coordinated Interface with Private Sector Providers 

• Transitioning Services 

• Interagency Licensing arid Monitoring 

• Interagency Rate Setting 



UNCOVERED CHILDREN 



Issues There are many special needs children who receive 

inappropriate or no services. This is due to the fact that there 
is often confusion as to which agency should be responsible 
for planning, budgeting and developing programs for these 
populations. What planning procedures need to be 
established tc ensure coverage of these important groups? 

Background and Analysis Pursuant to federal and state law, Maryland defines each agency's target 

population and responsibility primarily by the nature of the client's problem. This 
approach makes agency responsibility dependent on the diagnostic labels 
attached to children's problems. For example, local departments of education 
under P.L. 94-142, the Education for All Handicapped Children Act, are 
responsible for children labeled "seriously emotionally disturbed," but not for 
those labeled "socially maladjusted." A problem arises because many children do 
not fit neatly within one of the categories for which agency responsibility is 
-£^"- d but inslead h * v * multiple problems. In addition, for some of these 
children, there is no clear federal or state mandate for service and agencies with 
scarce resources are reluctant to assume responsibility. 

There are several such groups of children for whom no single agency assumes 
responsibility for a service. Examples of these types of children are as follows: 

• The youngster whose emotional disturbance leads to extremely violent 
behavior. (Is JSA or MHA responsible?) 
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• The dual-diagnosed or multiple-diagnosed youngster (e.g., a child who is 
men ally retarded and who also has cerebral palsy and mental health 
problems). 

• The special needs child whose behavior is socially Unacceptable and 
whose home situation is less than satisfactory. For example, many 
children who run away from home or are ungovernable (GINS) have 
family problems and could also be labeled as CINA. As the JSA 1980-84 
plan states: 

' A j n ° theT P'°btem facing JSA relates to the type of juvenile the 
Administration is beginning to receive. Current experience indicates 
that Juvenile Services is getting more disturbed youth referred for 
community-based placement than in the past. Because these 
youngsters are aggressive and assaultive, cannot function in a 
pubjtc school setting and run away, t oy are more difficult to 
maintain in the community and require veatment services beyond 
the scope of many of thejfacilities within < Se State of Maryland 
These youngsters could more appropriately be labeled as Children 
m Need of Assistance (CINA), but because of the scarcity of 
resources and their technical involvement with delinquent-type 
behavior, they 're being adjudicated to be CINS or Delinquent The 
problem is there is no single agency that is capable of providing the 

S ""' c " that this S rou t> of youngsters needs. " (JSA 1980-84 Plan at 
V*o3&) 

The child who while not meeting the criteria for being determined 
educationally handicapped," nevertheless has special needs For 
example, the child who has a 70-90 I.Q. and is culturally deprived or the 
socially maladjusted youngster, as described in the JSA 1980-84 plan: 
"Another group of youngsters requiring services is the inner 
city/urban type youth with social and cultural problems Their 
unvque problems make it difficult for these youngsters to utilize 
Public school settings h many cases, they are accurately referred 
to as disruptive youth. Since they do not technically meet the 
criteria for special education - only a few school systems have 
specific programs for disruptive youth (e.g., 'alternative schools') _ 
these youngsters are often suspended or expelled from public school 
Their subsequent referral to the Juvenile Court, and placement on 
probation/protective supervision raises serious questions when an 
educational program is not available for these youngsters The 
resolution in many cases is to remove the youth from school and 
assist him or her to enter the labor market where teenagers already 
re/>resen/ /Ae greatest percentage of unemployment. " (JSA 1980-84 
"fan at V*o32) 

The handicapped youngster whose parents are unable to provide 
MPnn a Ca ^1 d for " hom ><>ng-*erm care is needed. Either DHR or 
MRDDA or MHA could be responsible for this youngster 



Recommendahons The State's goal for these groups of children must be to clearly affix the 

responsibility for: identifying the extent of need of each population; planning the 
necessary services; budgeting the necessary resources; and otherwise taking the 
leadership role - often with support from the specialized services of other 



34 47 

ERIC 



1 



agencies — in ensuring that appropriate services are developed. To achieve this 
end, the following will be done: 

DHMH. through the Assistant Secretary for Mental Health, Mental 
Ketardation. Addictions and Developmental Disabilities, will convene a 
working group by March 1, 1 986 consisting of two representatives 
rfu^u??™^" 11 °" e finance Person) from DHR/SSA. MSDE, 
DHMH/MRDDA, DHMH/MHA, ACA/DAA. DHMH/JSA and from 
advocacy groups. 

The working group will develop a plan by July 31, 1986 for the 
Interagency Planning Committee for Children which will: 

' j. dentif y the needs °? the unserved populations listed above and 
determine which agency will be designated as responsible for 
providing the continuum of services for each of the unserved 
populations; arid 

- determine the cost of providing services and include in the budget 
requests for FY 1988 money to begin providing appropriate services 
to these populations. 



2. 



ONGOING LONG RANGE PLANNING- 
JO'NT BUDGETING AND FUNDING 



round and Analysis 



ERLC 



How can coordinated, short- and long-term planning for 
children With special needs continue to promote a well- 
developed and financed continuum of service? 
How can funding resources among agencies be maximized to 
ensure needed services to children who are in out-of-home 



To what extent should agencies be able to move funding 
°?°" 8 bud 8et categories to meet the specific needs of 
children and to promote in-home and community-based care? 

Although significant progress has been made, there continues to Be a need for 
^creased .Coordinated planning and budgeting on behalf of special needs 
children. Because agencies have developed services based oh specific legal 
mandates, each agency's program necessarily focuses on those mandates and 
the funding provided to carry them out. In addition, each agency is involved in its 
own planning processes, generally to meet federal or state requirements 
However, many children with special needs require services from multiple 
agencies. K 

•J^i*?* a f e ",. y P ' anS ? nly for its own "rvices. such a process can lead 
potentially to a duplication of services, as well as a loss of coordination among 

l g r M 'J rf nni L n 1 a,s , 0 .™ ks ?ocasi "8 °" Particular problems, rather than 
on the needs of the whole child. 

One area that the IPCC identified as a high priority for continued planning is 
the concept of jlolbrs following the child." Current budgeting processes do not 
allow for movement of funding across budget categories to accommodate a 
particular child s needs. For example, if a child is receiving Level VI special 
education services, those funds by state law cannot be used to provide a less 
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expensive and possibly more appropriate day education experience: Similarly, if 
tunds aroused to provide institutional services, such as those provided by JSA it 
is currently not possible to redeploy those funds to provide a different level of ' 
care, such as a group home. Also, if funds are budgeted for group hemes it is 
not possible to redeploy those dollars back to the family in order to provide 
community support services to enable the child to remain with his or her family 
Funding is further limited by the source of funds (state or local). Funds do not 
follow children and adolescents from local government to state programs or 
pnvate programs. For example, funds used to provide special education services 
m a local school system do hot follow a child if he or she is later placed in a state 
residential program or group home in another county. The child's special 
education needs are the same, but the funds remain in the locality of residence. 

Recommendations 1 . To ensure that service, are focused on the whole child and not just on 

specific aspects of a child's problem and, further, to ensure an 
adequately fundec continuum of care for special needs children, inter- 
agency planning and budgeting for these children should become an 
ongoing function of State government. An Interagency Planning 
Committee for Children (IPCC) will be established for this purpose. 
DHR will convene and chair this effort in FY 1987, as it did in FY 

!l| 6 'aSi mSi e HSi Partici Pa»Sg agencies will include 

JSA, ACA/DAA, MHA, MRDDA, and PMA from DHMH; MSDE- the 
Governor s Office for Children and Youth (OCYJ; and the State ' 
Coordinating Council (SCC). A major task of this group will be to 
update this Interagency Plan for Children with Special Needs and to 
monitor implementation of the recommendations contained therein. 

2. To ensure (that more local input is obtained for planning in the coming 
year, the IPCC will expand its membership to include local agency 
r££o 8en , ta . tIve9 - In addition - P^ns and proposals developed by the 
IPCC will be sent for review to local counterpart agencies whenever 
appropriate. 

3. The IPCC will explore the feasibility of duplicating the IPCC plannine 
process at the local level. The Governor's Office for Children and Youth 
will analyze the alternatives For supporting such local planning efforts 
m the context of already ongoing efforts. The Governor's Office for 
Children and Youth will make recommendations to the IPCC bri the 
development of local planning initiatives by July 1 , 1 986. 

4. To provide a focus for children's programs within DHMH, a Children's 
Coordinator for DHMH programs should be established in the 
Secretary's office, or at a level in the Department that allows 
coordination across program units. This coordinator could assist in 
providing consistent policies across DHMH administrations regarding 
rate setting, licensing, service coordination, joint funding, and similar 
issues that affect children. 

5. As part of the IPCC process, and in order to maximize available 
funding, SSA, JSA, MRDDA, ACA/DAA, MHA, PMA and MSDE will 
share budget information and develop joint budget requests as 
appropriate. This will include discussions early in the budget process 
(before budgets are formulated) on both existing programs and 
planned initiatives as well as ongoing discussions throughout the 
various stages of the budget process. 
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6. 



7. 



£>S a -'i?" e the ava,,abi,it y of '""ding among budget categories, the 
L- Ji i exf>lpre ihe Potential of client-specific funding (i.e., funding 
which follows the child) and include a proposal for consideration in the 
next annual Plan. 

To ensure the coordination of services among agencies and to maximize 
tunding, the IPC should consider the further use of "funding pools" 
are currently being Use " " 

homes. 



such as are currently being Used to fund the SCC and therapeutic group 



8. 



To maximize available funding for community-based services, DHMH 
through Medical Assistance and the Mental Hygiene Administration, 
will work with the federal government to secure the under-2 1 
Medicaid option which will provide federal funding for residential 
treatment Centers and inpatient psychiatric care for children and 
adolescents. Securing these federal funds has the potential to "free up" 
general funds which could then be used to expand to community-based 
programs such as therapeutic group homes, community mental health 
services, respite care, specialized foster care, etc. for children, 
adolescents and their families. 



SERVICE PLANNING AND CASE MANAGEMENT 



Issues 



Background and Analysis 



How can effective service planning and case management be 
ensured for the multiple services required by special needs 
children? 

_ Case management is a critical component for the effective provision of services 
to children with special needs became many of these children require the services 
of more than one agency. Case management refers to a process that provides 
for: (1) assessing individual needs; (2) developing an interdisciplinary plan for 
services that meet these needs; (3) securing needed programs and services to 
implement the plan; (4) reassessing the service plan on a regular basis; and (5) 
monitoring the quality of services provided to the child and family. Inherent in a 
system of case-managed services is the goal of integrating services to prevent 
duplication of effort and resources. 

Case management services are provided in a variety of ways both within and 
among agencies: 

• While the Maryland State Department of Education (MSDE) does not 
P; ov, J e ca " management services per se, an Individualized Education 

P Ian (IEP) is developed for each child who is in need of special education 
services. 

• Juvenile Services Administration (JSA) is mandated to provide case 
management by the Courts and Judicial Proceedings Article. Youth 

lh ° Se ad i udl ' caled either as a "Child in Need of Supervison" 
(ClNS) or Delinquent and placed under the supervision of JSA. Proposed 
reflations, policies, and procedures regarding intake, probation and after- 

f ar tQ? e £!- " - ger ? enl e ** L To c,irif y ca$ ^ management responsibilities 
for JSA children who are also receiving services from other agencies, JSA 
has entered into a joint services agreement with the Mental Hygiene 
Administration (MHA) and a memorandum of understanding with the 
Social Services Administration (SSA). 
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• The Social Services Atfmmis^aiibS (SSA), though local departments of 
social services, provides case management in most of its service programs 
for families and children- Caseworkers develop a plan of care that is the 
basis for actions taken on behalf of a child or family, and perform periodic 
reassessments ol this plan. Requirements for service planning are being 
specified in regulations and policy manuals. 

• While the Mental Retardation and Developmental Disabilities 
Administration (MRDDA) has no legal mandate for case management 
and no centralized point of access, it does provide services to designated 
individuals through local health departments, state residential centers, 
regional offices, and private not-for-profit agencies. The MRDDA has 
proposed "Services Coordination" regulations that are not yet 
promulgated; jh«e will also help clarify responsibilities when multiple 
agencies are involved. 

• The Atcohbllsm Control and Drug Abuse Administrations (ACA/DAA) 
are not mandated to provide case management services; however, they do 
have intake/assessment units located in health departments in all counties 
and Baltimore City. 

• Case managers are assigned for all individuals in Mental Hygiene 
Administration Programs.Ttis assignment is specified in COMAR 
10.21.05, "Outpatient Community Mental Health and Community 
Rehabilitation Programs." 

As is clear, the degree of systematic service planning and case management 
tor a special needs child I wiH vary depending upon the service system the child 
enters. However, the most serious probtems occur when a child has multiple 
impairments, needs multiple services, and the designation of a lead agency is 
neither immediately obvious nor clear. 



Recommendations 1. C*se management and dear service planning should be an integral part 

of every agency', service delivery system. When a child i. the 
particular responsibility of an individual agency, that agency should be 
accountable for ease management and should assist the child in 
securing needed services from another agency (e.g., a child with mental 
retardation in need of specialized foster care). 
2. To guarantee a common understanding of agencies' mutual 
responsibilities in the case management process, interagency 
flf'? nen , U W !" be ^eloped which (1) establish criteria for referrals: 
(2) identify when each agency will take the lead case manager n t role 
for particular children; and {3) state how each agency will cooperate 
with the agency having the lead case management role. Interagency 
agreements should be developed with local input and participation, so 
that they resolve the most pressing service delivery problems. 

follows^ 6 * ^ timdineS for Ae development ol interagency agreements are as 



An interagency agreement between SSA and MHA for the provision of 
mental health, diagnostic, assessment, and treatment services for foster 
children by August 31, 1986. 

An interagency agreement between SSA, MRDDA and MHA for the 
provision of therapeutic services for children in specialized foster homes bv 
July 1, 1986. 
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COMMUNITY EDUCATION REGARDING THE 
AVAILABILITY OF SERVICES FOR SPECIAL 
NE EDS C HILDREN 



Issues 



Background and Analysis 



in what ways can the system o f services for *j 
children be more accessible to those in heed? 



special needs 



The availability of services to special heeds children represents a paradox On 
the one hand, services are in short supply and, as noted earlier in this Plan, the 
continuum of services does notjully exist. On the other hand, the sheer number 
of discrete services and programs available, both at the State level and in local 
jurisdictions, for special needs children can make access to these services 
confusing for families in need. There is no common point of entry for all service 
systems. Parents may attempt to obtain services by going first to a private 
Physician, 4 local health center, a specialized health facility such as the Kennedy 
Institute a local department of social services, and/or local schools, as well as 
many other agencies. 

In addition, service availability varies by geographic location within the State 
Kules for system access may vary from agency to agency and locality to locality. 
Client needs may even be defined differently in different jurisdictions. Eligibility 
cntena and policies which impact this population are frequently complex. When 
added to the need for parents to interact with several agencies, the task of 
securing heeded services can seem a formidable One. 

A final barrier to full use of services by special needs children is that receipt of 
services may be influenced by the income level of the family. Parents in the 
taghat income and education groups are most knowledgeable about their rights, 
the child 3 rights, and available services. Those in lower income groups are less 
aware of the same services which may be available to them. For the State, the 
task is to equalize access to services through effective community and parent 
education. 



mmendat ions 1 . 



2. 



To ensure thaLevery child in the State, regardless 6f where he or she 
lives, has equal access to services, the Governor's Office for Children 
^np-n'j- 8 '-'* 3 agencyjn conjunction with DHR-, OHMH and 

P. — • defin ^* m ' nimam service base which is to be provided in 
each jurisdiction. This minimum service base should include basic 
health services, social services, and educational services, as well as 
access to substitute care and other specialized services. A report 
. ^' ng the 8 eo 8 ra Phic availability of services will be presented to 
the IPCC by January 1, 1987. 

To ensure that families of special needs children aire aware of the 
services available to them and their right to receive these services, 
public information and advertising regarding available services should 
be greatly increased. JThe Governor's Office for Children and Youth in 
its coordinating role will take lead responsibility for this effort in 
cooperation and collaboration with the agencies which provide the 
services. A report to the IPCC of expanded public awareness efforts is 
expected by October 1, 1986. 

To ensure that agency professionals are aware of the various social, 
educational, medical, and other resources available throughout the 
State, a strong system of resource coordination among Departments and 
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agencies„will be developed, this includes establishing ?, system of 
experts to serve as consultants in each region br locality for each 
agency. These^ experts or consultants should have special training in the 
services, mandates, and funding of other agencies arid would meet 
periodically to exchange information, this system will have to be 
developed within the staff constraints of local agencies. DHR through 
bbA, will take the lead in assessing the feasibility of this network arid 
in submitting a plan for its implementation to the IPCC by October 1, 
1 986, with implementation to be accomplished by January 1 , 1 987 ' 



COORDINATED INTERFACE WITH 
PRIVATE SECTOR PROVIDERS 



Background and Analysis 



What rote should private providers play in the development of 
Department budgets and program directions ? 

Implementation of the continuum of services requires a coordinated and 
cooperative effort between the public and private sectors, the public agencies 
rely on pnvate agencies to provide many types of in-home and communitv 
services as well as substitute care (group homes, small residential centers* foster 
homes), flie private sector, in tun* increasingly relies on public funds to support 
operations. While both sectors have shared as well as unique views of how 
services should operate, program priorities should be established with mutual 
understanding of future directions, to achieve this goal, public and private 
agencies need to Be involved in planning for special needs children. 



Recommendations 1. 



Since the private sector provides many different services to children 
with special needs, it is essential they be involved in the planning and 
have input into budgetary priorities for these services. Private provider 
representation on the IPCC is critical. 

Public agencies which purchase care must work more directly with 
pnvate providers to identify (1) future publicly.funded service 
priorities, (2) the level and Volume of service that a public agency will 
be purchasing from providers, (3) the need for program changes within 
a specific provider or a group of providers, this will allow providers as 
a group to identify clearly the role that each will play within the service 
continuum, and to anticipate funding levels associated with the service 
they provide, the IPCC further recommends that in FY 1 986-87, the 
State agencies link specifically With several providers of substitute care 
whose programs are changing to develop longer-term program plans 
that give clear directions arid financial stability for these hew programs 



TRANSIT! 0 N I NG SE RVICE S 



In what Ways can Slate agencies which plan and operate 
programs for adolescents with special needs ensure that these 
youth have a planned transition either into independent adult 
lives or into other adult service systems? 
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Background and Analysis Until recent years there Was telle attention given by the social services and 

special education systems to children who were "aging oat" of their systems. A 
youth who became 18 or 21 in the educational system was required to negotiate 
a new set of services and supports. Little preparation was given by school 
programs for independent living or for gaining access to needed adult services: 
Similarly, service programs such as the State foster care progranv have not 
always prepared children for assuming adult responsibilities. As children in foster 
care are increasingly more seriously disturbed, their preparation for independent 
living, or for transitioning to adult protected livi;;g situations, must become an 
essential part of the service system. 

The difficulties faced by special needs children moving into adulthood vary for 
different population groups. Children diagnosed as mentally retarded, who have 
actively participated in special education programs, must face long waiting lists 
for transition into MRDDA Day Programs; they often regress during this period, 
borne foster children with handicapping conditions are ill-equipped to earn a 
living and face the prospect of dependency or instttuiionalization as adults. 

In summary, the transition from childhood to adulthood, a difficult step for any 
child, is especially difficult for special needs children. 

Recognoing jhe importance of 4, trahsili6hing," agencies have developed 
several programs or services to aid the populations they serve. 

The Maryland State Department of Education is engaged in activities to 
improve the coordination of transition services for disabled youth leaving school 
and entering the world of work. Currently, there is a cooperative agreement 
involving three major education_divisions: Special Education; Vocational 
Rehabilitatibn; and Vocational-Technical Education. This agreement provides a 
framework for local education agencies cooperatively to provide skilled training 
services to youth and genuine transition assistance as they leave educational 
programs. Local education agencies now provide handicapped students with 
individual transition services in accordance with House Joint Resolution No. 40, 
passed during the 1 985 session of the General Assembly. 

MSDE also has received several federal grants to help develop transitional 
support services for the deaf-blind population, arid to implement in-service 
telecourses (television instruction). These are designed for staff at the state and 
local level in order to facilitate the delivery of services to students in the transition 
process. The Division of Vocational Rehabilitation, working cooperatively with 
other state agencies, private service providers, and other non-profit organizations 
and advocacy groups, will be expanding supported employment opportunities for 
the severely disabled. 

Future activities identified for FY 1986 include the preparation of a position 
paper on the role of the Maryland State Department of Education in the 
transition process; the reinforcing of education agencies' cooperative agreements 
at thebaic and Jocal levels; and the development of a guide to assist in clarifying 
the roles of service providers in the transition process. Concurrent with the 
development of these materials is the provision of State Education Agency 
technical assistance to local education agencies. 

In 1935 the DHMH Mental Retardation and Developmental Disabilities 
AdmimvVration and the Maryland State Department ol Education Division of 
Special Education have cooperatively implemented the Student Adult Services 
Survey (SASS) to assist the MRDDA in gathering information concerning 
students in special education, from 18 to 21 years of age, Who will be leaving the 
school system and entering the adult service system. Information collected 
includes demographic, functional, and service needs. 

TI J C MRDDA also became involved in 1985 with Project TIE (Transition Into 
Employment) along with the Maryland State Department of Education, Divisions 
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o» Special Education and Vocational Rehabilitation. The purpose of Project TIE 
i« to bring together individuals who provide school and post-school services to 
individuals with severe handicaps so that transitioning from school to supported 
competitive employment is accomplished in an organized and effective manner. 
The overall goal of theProject TIE effort is to enable students to make the 
transition into active employment as opposed to work activity centers, sheltered 
workshops or adult day programs where little movement is realized. 

The Social Services Administration is giving priority to independent living and 
transitioning services m ^planning and budgeting for older children in foster 
care. To ensure that adolescents who are "aging-out" of foster care are prepared 
tor adult responsibilities will require three types of activities. First, foster care staff 
and foster parents will receive additional training related to preparing older foster 
children for independence. Second, SSA hopes to make available purchase-of- 
service dollars so that foster care staff in local departments of social services can 
buy Jrom community agencies a range of training, employment counseling 
motivational counseling, and [similar services that can prepare adolescents for 
independence. Finally, SSA plans to test, through one or more demonstration 
projects, intensive support services for older foster children with special needs 
who otherwise could not achieve independence. 

The Juvenile Services Administration has no specific programs for 
transitioning but includes this activity as part of the established counseling and 
referral process. Referral is made to local departments of social services, as 
needed, for adult services. 



Recommendations 1. 



2. 



INTEI 



Issues 



Background and Analysis 



Through the 1PCC, MSDE should assume the lead in ensuring that 
information on transitioning services for special Heeds children is 
communicated regularly among the agencies; that the various plans 
under development are coordinated; and that joint budgeting of 
transitioning activities occurs where these services are directed to 
similar populations. 

MRDDA, with assistance from MHA and SSA's Adult Services 
Division, should make available to local agencies serving special needs 
children (particularly local education agencies) information on State- 
supported housing arrangements for disabled adults. These include 
housing amngements for mentally retarded and other developmental^ 
d|»abled individuals; chronically mentally ill individuals; and other 
disabled adults. This information should be compiled and made 
available by June 1, 1986. 

LICENSING A IMP MONITORING 

To what extent should agencies coordinate licensing and 
monttortng activities for residential child care facilities? 
To wftat extent is the licensing/monitoring of residential child 
care Facilities adequately performed? 

The purpose of licensing residential child care facilities is to provide a 
minimum set of standards which all programs must meet in order to ensure the 
phys.cal, so. lal and emotional well-being of the children Who are placed there 
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Currently, however, different StaJ* agencies take different approaches to 
licensing and utilize different standards, as described below. 

• The Social Services Administration (SSA) licenses facilities as group 
homes and child care institutions. In its new regulations, SSA is using an 
a P_P roacn which defines core, minimum standards for health and safety 
that all residential facilities must meet. In addition, "modules" are being 
s !^5'fi^_ wn J5 n establish licensing requirements in addition to the core 
s ^ n ^ ar ^ s ; mo ^ u '^ include standards for: shelter care; residential 
care; scxrurc caTe L m A tern J*y homes; and temporary or transitional 
education. SSA licenses 49 in-state group care facilities, participates in the 
licensing of five in-state residential treatment centers, and monitors 25 out- 
of-state facilities. 

In the Department of Health and Mental Hygiene several agencies 

are involved in the licensing of residential child care facilities. 

• 77ie Juvenile Seruicei^^minis/ran'on tfSA^jicehses 32 facilities in 
categories similar to SSA's (although the terms used to describe these 
facilities are different). JSA has worked jointly with SSA in the 
development of the core standards/module approach. In the future, 
JSA/SSA regulations for the licensing of residential facilities will be similar 
or identical. 

• DHMH's Licensing and Certification Division licenses residential 
treatment facilities and hospitals as well as some facilities which serve the 
developmental^ disabled. 

• The Mental Hygiene Administration (MHA) does not actually license 
facilities for children and adults, but does certify the program component 
of the therapeutic group homes. 

• The Alcohol Control and Brag Abuse Administrations promulgate 
standards to be used in the certification of residential programs which 
specialize in the treatment of chemical abuse. 

• TSi \ Mental Retardation and DweTopmenial Disabilities Administration 
(MRDDA) licenses day programs, and group homes. It also certifies 
Alternative Living Units (ALU) arid agencies that provide services 
coordination programs. 

• 77ie Maryland State Department of Education has certification arid 
accreditation procedures which are applied to educational programs in 
residential facilities; and, with SSA and JSA, is developing standards for 
exIucaUona! programs that are transitional in nature, helping children in 
residential facilities to return to public schools (proposed regulations under 
development). 

Several problems are associated with this diversity of approaches to licensing 
regulations: 

• The standards vary across agencies, with no one consistent approach to 
either health arid safety issues or program standards. 

• There is no mechanism for the consistent interchange of information 
regarding regulatory changes or needs. 

Some licensing regulations are out-of-date or require revisions. 
There is no requirement that State operated facilities meet the same 
standards as private facilities. 

The number of state level staff available to monitor, evaluate, regulate 
and assist licensed facilities or applicants is insufficient. 
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Recommendations 1. 



5. 



SSA and JSA have developed an approach to licensing which may hold 
promise as thenucleus of a uniform state approach to licensing residential child 
care facilities This approach includes joint review and evaluation, using common 
guidelines, of those facilities where both agencies place children. 

To ensure better coordination of existing licensing activities, an 
interagency workshop composed of representatives from the licensing 
KSy-Pfj JSA ' MRDDA - DHMH Licensing and Certification, and 
M^Ub should: meet quarterly to exchange information on licensing 
needs and programmatic developments; work toward comparability in 
Core licensing standards that could be used by each agency; and 
identify specific instances of licensing regulations that require 
strengthening. The meetings should be convened bjr SSA and reports 
submitted to the Directors of each agency and the IPCC. 
'" Specific areas of State licensing policy should be strengthened or 
developed into regulations by the responsible agencies. These include: 

• updating of residential treatment center regulations, focusing on 
expansion of program content (DHMH Licensing and Certification); 

' apj^n&regulatibns on transitional educational programs (SSA, JSA 
and MSDE); arid 

■ establishing the currently proposed guidelines on sanitation and 
physical hazards as regulations which would apply uniformly to all 
agencies licensed by SSA, JSA or approved by MSDE. 

To ensure a consistent approach to licensing regulations between 
agencies, certain minimum standards should be adopted With 
additional program content reflected in the regulations for each 
category of facility. Also, certain priority areas of program content 
should be similar or identical in all regulations. Specifically, the child 
abuse prevention reporting and investigation requirements should be 
uniform as specified in the recommendations of the Child Protection 
Review Panel. 

To ensure adequate and timely licensing and monitoring of facilities 
each agency should assess the adequacy of licensing resources and 
identify the need for additional staff or staff training. Criteria for 
assessment should i dude frequency of monitoring visits and frequency 
and nature of relicensing activities. 

r° .f?." ,r * *? ua! projection for children among public and private 
facilities which are providing essentially similar services, public 
facilities should be required to meet the same licensing requirements as 
the private facilities (SSA and JSA). q 



INTERAGENCY R ATE SETTING 



Issues 



Background and Analysis 



In what ways can agencies collaborate in establishing rates 
for residential child care programs? 

Agencies use different methods to establish rates for residential programs in 
which they purchase care. 
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• SSA and iS A use the negotiated rates system, through which each 
facility's rate |s established based on a budgetary review bf actual costs 
against allowable cost ^guidelines. Rates are set with input from an 
Advisory Committee composed of public arid private agency 
representatives. The benefit of this type of system is that rates paid by 
SSA and JSAjire consistent, fairly determined, and permit state and 
private agencies to meet the changing needs of the institutional 
populations in a planned structural way. 

• MRDDA negotiates contracts on an as-needed basts for residential child 
^^T" 6 ! 3 !* ^ 0CluaJes according to the type of services offered. 
MRDDA proposes to replace the current system of lump sum grant 
awards with a cost-related reimbursement system driven by client needs 
and vendor ^ cfiaracteristics. The proposed system in MRDDA is an 
attempt to move from retrospective rate setting with year-end adjustments 
to prospective payments based on formula rates. 

• MSDE negotiates with npri-public provide!? after they have provided 
detailed cost statements for each facility. The Local Education Agency 
(LEA) pays up to 300 percent bf the LEA s average per pupil cost for 
educational expenses; MSDE supplerriehts all State-approved cases for 
costs above the local contribution. 

With the exception of SSA arid JSA, which have worked together in 
establishing the negotiated rates system, there is rip standardized approach for 
establishing rates to pay for residential child care. This lack of an equal rate 
structure can impose hardships on residential facilities where purchase of care is 
made by different agencies, with different rates. Where lower payments are made 
by one agency, the burden of meeting costs is left to the child care facility and to 
other child placement agencies. 

The problem of inadequate rates for care has been addressed by the 
negotiated rates system. SSA/JSA have increaseo^their rates steadily, arid in FY 
1987 are likely to achieve 100 percent reimbursement of allowable costs. This 
standard of meeting the allowable costs should be maintained as new types of 
P' ace ^ ents !_ sac ! , _ aS therapeutic group homes or emergency shelter care, are 
developed or expanded. 

Recommendations 1 . To establish comparable reimbursement among all agencies placing 

children with special needs, a common approach to rate setting should 
be established. This approach should be based oil the following 
principles: 

- negotiation of rate based on actual cost; 

■ use of cost guidelines established for various cost items or services; 
and 

- commitment to reimburse at or close to fall costs. 

2. For facilities where more than one agency places children, the payment 
rate should be uniform. 
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APPENDICES 

HANDICAPPED CHILDREN A ^ nHyA 

of Maryland Regulations 13 A. 05.01 

"Dear means a hearing Jmpairmenj which is so severe that the child is impaired in 
processing linguistic information through hearing, with or without amplification, which 
adversely affects educational performance. 

"Deaf- blind" means concomitant hearing and visual impairments, the combination of 
which causes i so severe communication and other developmental and educational 
problems that the child cannot be accommodated in special education programs solely for 
deaf or blind children. 

-5*^-°^-*™*" m * n ** rin 8 impairment, whether permanent or fluctuating, 
which adversely affects a child's educational performance, but which is not included 
under the definition of "deaf." 

"Mentally retarded" means significantly sub-average general intellectual functioning 
existing concurrently with deficits in adaptive behavior and manifested during the 
developmental period, which adversely affects a child's educational performance; 

"Multi-handicapped" means concomitant impairments (such as mentally retarded- 
blind, mentaHy retarde^.orthdp^dically impaired, etc.), the combination of which causes 
such severe educational problems that thejchild^annot be accommodated in special 
education programs solely for one of the impairments. The term does not include deaf: 
blind children. 

"Orthopedically impaired" means a severe orthopedic impairment which adversely 
affects a child s educational pcrforrnancc. The term includes: impairments caused by 
conR*:nijal anomaly (for example, clubfoot, absence of some member, etc.); impairments 
caused by disease (tor example, poliomyelitis, bone tuberculosis, etc.); and impairments 
from other causes (for example, cerebral palsy, amputations, and fractures or burns 
which cause contractures). 

M ®*ker health ™P*'r**| f, _ _ m > an * limited strength, vitality, or alertness, due to 
chronic or acute health problems (such a* heart condition, tuberculosis, rheumatic fever, 
nep_hntis, asthma, sickle cell anemia, hemophilia, epilepsy, lead poisoning, leukemia, or 
diabetes), which adversely affects a child's educational performance. 

^^j^^-^-* tii Si*5y disturbed" means a condition exhibiting one or more of 
the i following characteristjcs over a long period of time and to a marked degree, which 
adversely affects educational performance: anjnability to learn which cannot bi 
explained ^by intellectual, sensory, or health factors; an inability to build or maintain 
satisfactory interpersonal relationships with peers and teachers; inappropriate types of 
behavior br feelings under normal circumstances; a general pervasive mood of 
unhappiness or depression; or a tendency to develop physical symptoms or fears 
associated with personal or school problems. 
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SERVICE DEFINITIONS 



Appendix B 



I. Primary 
Prevention Activities 



II Early 
Intervention Services 



III. Evaluation, Assessment 
arid Diagnosis Services 



IV. In-Home arid 
Community Services 



Those services that ,eek to anticipate the Occurrence of problems (physical, 
social and/or emotional) and act to prevent them. 

ST^/? ^ ati °u u SerViCCS Whi ^ P r ° mo,e and end «vor to maintain physical 
and mental health hrough the provision of information to the general public as welt as to 
special segments .of the : population. The purpose of these services is to stimulate public 
awareness of and reponsiveness to physical and mental health concerns. 
Primary Health Care Basic level health care, generally rendered by general 
practitioners, family practitioners, internists, obstetricians, pediatricians and more recently 
by mid-level practitioners. This type of care emphasizes caring for the patients general 
health needs as opposed to a more specialized or fragmented approach to medical care. 
I his care is usually rendered in ah out-patient setting. 

Those services which provide early identification, assessment and prompt 
services in order to shorten the duration of the illness or problem. In terms 
of this plan, it means involvement with the child or adolescent after the 
problem has surfaced but before it escalates. 

Information and Referral A service which provides basic information on a spedfic 
topic and includes formal or informal referral to a service provider with expertise inthe 
specific area. This service may also include a preliminary/brief diagnosis Q f the problem 
1 his service may include hotline and telephone messages which provide telephone 
coverage by persons trained to handle specific problems, usually of a crisis nature 
I elephone messages are spedai phone services providing recorded information on 
specific topics. 

Programs to Identify and Prevent Developmental Problems in At-Risk 
Children Services which are designed to detect non-communicable health-related 
condition* and impairments. Programs include screening of infants, school children, and 
preschool children as well as spedfically defined at-risk populations. 
Parent Education or Other Parent Support Programs Services to parents, 
guardians, custodians or prospective parents aimed at enhancing parenting skills and 
assisting in maintaining a stable family unit. 

Evaluation means a full range of assessments completed by qualified 
examiners to help diagnose problems and concerns relating to an 
educational handicapped condition, medical or health disability, 
developmental disability, or psychological/mental health problem. 

The results of the assessment(s), which must be administered by a properly trained 
qualified examiner, should be used to assist in focusing on the individual child's total 
needs. Evaluation services, as described above, are available through local agencies and 
departments that serve each jurisdiction in the State. 

Those services provided to a child who is living at home. Such services are 
designed to support a family living situation and to prevent 
institutionalization or to support a child and that child's family after the 
child returns home from a residential program. 

Fa " i !y, an . d Individual Counseling A service which uses counseling methods that 
assut individuals and families who are in the process of identification and analysis of their 
problems and the exploration of alternative resolutions as well as the adoption of a 
positive course of action. Such counseling may be on a one-to-one or group basis. 

Outpatient Psychiatric Therapy A service focusing on the provision of diagnosis 
and/or Jreatment of mdiv.dual mental or emotional problems that do not require 24-hour 
confinement. Serv 1C es are oriented toward providing the maximum recovery level for an 
individual s well being. 
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Respite Cafe A service which provides temporary relief to individuals responsible for 
the constant care and supervision of physicaiiy arid/or mentally Handicapped persons. 
These services may be provided in a family home or in facilities outside the home. 

Day Education/Treatment Programs Special education opportunities for 
i ^^??! 5 _!? a Y 5li t physical, mental, arid/or emotional ahd/br social adjustment 
handicaps which permit educational development at a pace and to the level permitted by 
the individual's limitation. This includes: Level l-V Special Education Services in Public 
? c h° 0 ^ ^hlcjl focua i oh providing special education to handicapped students in a public 
school day program; and teveJ V Special Education Sevices in approved Non-public 
School and State Operated Programs (day program): This may also include early 
c M^ood _»P_ecial .education, a program Which focuses on providing meaningful and 
*PP ropria * c e ^ aca ^ 0 , na J ex P*T! €nC *? A e ' P^'Schobi children who because of some 
handicapping condition, are not likely to benefit as much as non* handicapped children 
from regular pre-school experiences. 

Recreation/Social Programs This service focuses on contributing to individual, 

and cbmmuhity well«b«ng by providing opportunities for physical and social 
development through the use of recreation oh a participatory or spectator basis. 

Care Provision of in-home aide service to perform specific tasks which the 
f al ™'? _?_™*!.* Ie L^^9™J*il*«'tvTh» would include tasks such as household 
management, in-home child care, shopping, etc. 

?^_?,?! e ___^P_?J*^* i ^_ io family unit by making available care 

protection, supervision, developmental opportunities, and guidance for children. The 
programs may be family* based or center-based and offered on a part-time or full day 
basis. This service also includes Before and After School Care. 

Specialized Equipment and Housing Adaptations Special devices (e.g., tub 
c ^^L^^ ^^P^) p r modifications tp the architectural structure of a home that allow 
for increased accessibility and assist the disabled child/adolescent to function more 
independently. 

Transportation Thi3 service makes available and accessible the resources of the 
community from which handicapped children would otherwise be isolated. Such programs 
make it possible for them to gain access to various service programs. 
Vocational Education and Transitioning Programs Assists individuals to 

??k?L u * te 'y prepare for paid employment and directs them to areas of employment 
activity. 

X 0 *?""? Prides educational assistance to children who are having difficulty in 
schooler who are unable to attend school due to mental or physical disability. This 
service is usually provided on an individual basis. 

^P c i**'k e ^ ^ by physicians or allied health 

professionals to ameliorate or stabilize a health related condition or impairment that may 
k^f!** *^*Y*™ eh t of normal growth and development. Services include but are not 

'J*™! 15 ** }? ra ™!!?^? n J_? L^P^^'yj^^li.^P*!^" 1 . hoipilal care, as well as speech, 
audiblbgy/hearihg, physical, and occupational therapy. 

Self-Help Se rvice s Groups of individuals who join together to share their strengths, 
hopes, and experiences with each other in order to encourage and enhance their recovery 
fr°™J*JL°™_ m °n ' Problem. The most notable self-help organization is Alcoholics 
Anonymous. Similar self-help organizations include Narcotics Anonymous, Alanon and 
Parents Anonymous. These groups are autonomous, fatly self-supporting, and available 
to anyone who feels he or she may have a problem in the areas described. 
Volunteers Volunteers are individuals who donate their time to work with persons or 
8TO?P*p? Prions who have medical, emotional, social or addictive problems, and/or 
wno have committed adult or juvenile justice offenses. Volunteers might be professional 
or lay individuals who work with community programs or within institutions. 

^^°P*i on _ "HiC de vdo pifiChl of a permanent plan and the finding of a permanent home 
for a child or adolescent. Included in this definition is subsidized adoption, a program in 
Wn i^ a J_°^al department of social services makes financial payments on behalf of a 
particular child placed in an adoptive home, to the child's adoptive family beyond legal 
completion of the adoption. 
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V. Substitute 
Care Services 



An alternative living situation, other than in the home of the natural 
parent(s), adoptive parents or guardians, into which a child can be or is 
placed, when remaining at home is not in the best interests of the child. 
Emergency and Shelter Care 

Emergency care is care that is provided when a child is placed outside the home, 
for a short period of time, in response to a crisis situation requiring his or her 
immediate removal from the child's home. Such placement may be in a foster home 
or shelter care facility. 

Shelter care is care that is provided in a multi-bed facility for a short period of time 
with the expectation that evaluation services will be provided daring and in 
conjunction with, the child's placement in that facility, in order to facilitate planning for 
the child. Such placement can be either on an emergency or on a planned basis. 
Emergency foster, homes are approved and provided through the Jocal departments of 
social services. JSA also places children in foster homes identified to provide 
emergency foster care. Private agencies also provide placements for children through 
contractual arrangements with state agencies. 

Family Foster Care Continuous 24-hour care, in a family setting, for a child who is 
placed m the custody of a local department or JSA; or a child who is abused, neglected 
abandoned, or dependent, and for whom the court determines that remaining in the home 
is contrary to the child's welfare. 

Specialized Foster Care or Individual Family Placement is that type of care that 
provides more intensive supervision and care than is provided in standard foster care 
due to wespeciai needs of the children. Special needs are viewed as emotional, 
behavioral, physical or mental disabilities that require additional attention. 

l yi^o/_care can be provided in a foster family home or in a group home or 
facility. Different models exist and new models are being developed under pilot 
projects with SSA. 

Regular Foster Care is custodial 24-hour care, in a family home, into which a child 
canj>e placed. Efforts must be made to reunify the family or to establish another 
permanency plan for a placed child. 

These types of settings are utilized by local departments and JSA, through its foster 

homes or through arrangements with private agencies. 
Residential Services Include a variety of living arrangements provided to children 
and/or adolescents in which the individual's activities are to some degree managed by 
other peopte. These living arrangements are provided in a setting that does not include 
one s own family home or foster home. 

Alternative Uving Unit (ALU) An ALU is a residential mode! for one to three 
developmentally disabled individuals. Since this model is highly flexible in terms of 
staff supervision, a growing number of severely to profoundly disabled individuals are 
being served successfully in this setting through grants provided by the MRDDA to 
non-profit community providers. 

Croup Homes A group home is a community-based single family home in which a 
small number of chjWreajind/or adolescents live in a family-like atmosphere with staff 
serving as role models. The MHA has shared service agreements with several group 
homes which provide for psychological services to residents who are mentally ill. In 
addition, the MHA will be providing funds in Fiscal Year 1986 for private therapeutic 
group homes for emotionally disturbed youth. 

MRDDA provides funds for group homes for four to eight individuals. Residents 
participate in day programs away from the home and Use available community 
services for the majority of their heeded support services. 

Hi ^ r^tjflTcJT aVed t grOUP home for * ir,s 33 as brie for boys. In addition 
-ISA and DHR/5SA purchase group home services from private vendors. 

Small Residential Center The small residential centers funded by the ACA JSA 
and MRDDA arc more structured and restrictive than either the ALU or group home. 




The* are two short-term (45-60 day) facilities for chemically dependent adolescents 

that have the capacity to serve four hundred (400) adolescents p^r year. 

For mentally retarded children and adolescents a small residential center is often their 

first step in moving from an institution into the community. These facilities house an 

average of fifty individuals with moderate to profound levels of retardation. 

The JSA has one small [residential center which it staffs for thirty (30) males: A 

school is also located on the grounds of the center: 

S4f™^*!****?^.J*^r. This is an approved non-public educational 
laoMy which provides 24-hour special education programming and personal care to 
handicapped children. 

Residential Treatment Center Residential Treatment Centers are self-contained 
psychiatric facilities for intermediate to long-term treatment of children and 
adolescents with severe and chronic mental disorders. 

Within Maryland, residential treatment is provided at three state-operated Regional 
Institutes for Children and Adolescents. Additionally, residential treatment center 
service may be provided through purchase-of-care or contractual agreements in four 
private, non-profit facilities (Edgemeade. Villa Maria, Woodboume, and Cood 
Shepherd): 

Special Education may Be provided as a service in a residential treatment center. 
For children and adolescents with mental retardation, there are five State Residential 
Center. (SRC)^ which provide full-time residential care. Before any person is admitted 
jo an 5KC, he/she receives a comprehensive evaluation to ensure that the SRC is the 
least restnctive environment available to meet the individual's specific needs: 
Psychiatric Hospital Psychiatric hospitals are highly restrictive intensive inpatient 
programs Jor the treatment of Severe mental disorders which require hospital-based 
care to achieve stabilization and/or problem remediation. Bjr Maryland law, 
adolescents (under 18 years of age) must be located separately from adults in State 
psychiatric hospitals. Consequently, adolescent services are provided separately at 
four adolescent units located at Crownsville. Finan Center. Carter Center and 
apnngfield. There are several private psychiatric hospitals which also have adolescent 
inpatient units (Psychiatric Institute. Brook Lane. Sheppard-Pratt. Chestnut Lodge, 
and Taylor Manor). 

Services include: (a) psychological and medical diagnostic procedures; (b) observation 
reatment modal.ties including medication psychotherapy, group therapy-, occupaiional 
nerapy, industnal therapy, vocational Tehabilitation, recreatidh. and milieu treatment- 
(c) medical care and treatment as needed; (d) supportive services; (e) room and 
board. Both voluntary and involuntary clients may be served in this setting. 
Detention and Commitment Institution* The JSA staffs detention institutions for 
delinquent juveniles who need a secure short-term placement pending adjudicatory 
and/or dispositional hearings. Commitment institutions, on the other hand, are for 
adjudicated delinquent youth whom the Juvenile Court has commited as in heed of 
care and treatment. 
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Appendix G 



ADOLESCENT RESIDENTIAL 
CHEMICAL DEPENDENCE 



TREATMENT 



dhmh ACA/DAA 



SERVICES 
ELIGIBILITY 
WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



Short term residential treatment (45-60 days) 

Chemically dependent adolescents under 1 8; Maryland residents 

White (5ak Center (Cambridge): Jackson Center (Cumberland) 

FY 86, 160 annually (est.) 

An additional 300 adolescents 

FY 86 $520,000 (est.); potential, private insurance ($300,000) 
Statewide access 



GROUP HOME CARE FOR 
CHEMICALLY DEPENDENT 



dhmh ACA/DAA 



SERVICES Group home 



ELIGIBILITY 
WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



Chemicali> dependent adolescents under 18 who have completed residential treatment 
(Under dev r^nt) 
Estimated prr vear 
150-200 »nw 

FY 86, $500,0<?C' ^i.) 
MeUo^blitah B«*>:w ■ * 



OUTPATIENT THERAPY FOR 
CHEMICALLY DEPENDENT 



ADOLESCENfS 



dhmh ACA/DAA 



SERVICES 
ELIGIBILITY 
WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



Counseling, outpatient j>.ychiatr.= therapy 

Chemically dependent adolescents under 1 8 and their parents 

Local health departments 

FY 86. 2000 adolescents (esr) 

4000 adolescents 

FY 86. $750,000 (e*t.) 

Statewide 
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ACADEMIC/VOCATIONAL 
PROGRAMS 



DHMH JS A 



SERVICES 
ELIGIBILITY 
WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



Day education; Vocational education; individual counseling; and social pro^ra tis 
A^es 16-18; must be placed under the supervision of JSA by the Juvenile Court. 
Private vendor! reimbursed through JSA PurchaseolService* funds. 
FY 86, 500 (est.) 
750 

FY 86, $428,866. There is a need for more services, but no increase in funds is anticipated. 
Statewide 



SERVICES 
ELIGIBILITY 

WHO PROVIDES 

NUMBER SERVED 
FUNDING 
AVAILABILITY 



SERVICES 
ELIGIBILITY 
Wh 3 PRO VIDES 
NUMBER SERVifcJ 
POTENTIAL POPULATiO: 



CLINIC AL SERVICES 



DHMH JSA 



Diagnosis, assessment and evaluation 

Ages 17 and under; youth must be alleged to have committed a delinquent act or to be a Child i 
Need of Supervision. 

!*^_ individuals on private contracts; services provided in JSA institutions and in the 

community. 

FY 86, 8,000 (est.) 

FY P6, $322,422; need for $400,000 but no increase is anticipated. 
Statewide 



C OMMUN ITY ARBITRATION 



DHMH JSA 



'"'formation and referral: individual arid family counseling 
Youth aged 10-17 who commit a misdemeanor. 
JSA staff 

FY 86, 4,^00 (est.) 
8.000 

FY 86. 000; need 100 percent more funds. No increase is anticipated: 

Baltimore Civ Prince Georges County, A:ine Arundel County, and Baltimore County 
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COUNSELING 



DHMH 



SERVICES 
ELIGIBILITY 
WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



FamUy and individual counseling: outpatient piychiatric therapy 
Age. 17 and under; must be placed under the supervision of JSA by the Juvenile Court. 
Private vendor, reimbursed through JSA*. Purehaie ol-Services program. 
FY 86. 2.336 (est.) 
4.000 

FY 86. $1,100,000; need a 25 percent mcr-ase. No additional funding is anticipated. 
Statewide 



DETENTION ONLY 
INSTITUT IONS 



SERVICES 
ELIGIBILITY 



WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



Secure residential care, pending appearance in Juvenile <D„ 

Ages 17 and under; must be alleged to be a debits ,t an-.' ' 
community. 

JSA stalled and opera: «d 

Average daily population FY 86. 156 (est.) 

156 

FY 86. $9,200,000; ho additional funds anticipated. 
Montgomery. Kent. Prince George's and Anne Arundel counties. 



OHMH JSA 



<er*d a Jangr, So self or the 



DIVERSION 



DHMH JSA 



SERVICES 
ELIGIBILITY 

WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



Family, individual and group counseling; reoeaiion/.odal program.; and tutoring 

Ag,. 10-17; ™^<^*y a -ISA intake officer who has received a complaint alleging 
Delinquent or Child in Need of Supervision behavior. 

Private contractors 

FY 86. 1,941 <est.) 

1.941 

FY 1936. $899,000; no change anticipated 
Baltimore City and Prince George's County 
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FOSTER GRA NDPA RENTS 



DHMH 



SERVICES 
ELIGIBILITY 
WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



Individual and family counseling; tutoring 
All youths under the supervision of JSA 

Part Sime volunteers, aged 60 and older, who are paid a small stipend 

FY 86. 500 (est.) 

500 

FY 86. $181,480; no change anticipated 

Baltimore City. Cecil, St: Mary's. Baltimore and Dbrcl.rster counties. 



GOOD SHEPHERD 
PAY SCHOOL 



DHMH JSA 



SERVICES 
ELIGIBILITY 

WHO PROVIDES 
NUMtotlR SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



Family and individual counseling; day education 

Female juveniles who are ninth grader* or above; must be alleged to be a Delinquent or Child | n 
Need of Supervision 

Good Shepherd has a contract with JSA. 

FY 86. 42 (est.) 

42 

FY 86. $78,553; no increase is anticipated 
Serves Baltimore City and Baltimore County 



GROUP H OMES 



DHMH JSA 



SERVICES 

ELIGIBILITY 
WHO PROVIDES 

NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



Individual group and family counseling; recreation/social programs; out-of-home placement in the 
community 

Ages 17 and under; must be committed to JSA for placement by the Juvenile Court. 

-ISA staffs and operates two group homes in Baltimore City. JSA contracts with private vendors 
for other group home placements. 

FY 86. 159 average daily population (est.) 

Approximately 200 

FY 86, $2,603,243; heed 25 percent increase. No increase is anticipated. 

Baltimore City. Allegany. Frederick. Montgomery. Prince Georges. Kent. Anne Arundel. 
Baltimore. St. Mary's and Carroll counties. 
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CHARLES H. HICKEV 
SCHOOL 



SERVICES 
ELIGIBILITY 

WHO PROVIDES 
NUMBER SERVED 

POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



DHMH J SA 



Detention institution; commitment institution 



Males 7. 17 for detention and males 15'/*. 18 for commitment; youth must be an alleged 
Delinquent. * 

Staffed and operated by JSA: 

FY 86 detention, average daily population of 40 (est): commitment, average daily population of 
430 

FY 86. S I 1 . 1 62,462; no increase anticipated 
Statewide 



IN-HOME ALTERNATIVES 
TO DETENTION AND 
COMMITMENT PROGRAMS 



DHMH JSA 



SERVICES 
ELIGIBILITY 

WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 

Funding 

AVAILABILITY 



Individual and family counseling 

Agel 10-17; mutt be drained or commited by the Juvenile Court, then selected for one of the 
home programs 

Both JSA a->d private contractors provide these programs: 

FY 86. community detention, 1,021 (est:); in-home commitment alternative. 480 
1.500 

Fy 86. $1 .183,000; need For $1.5 million, but no increase is expected. 
Baltimore City. Prince Georges, Anne Arundel. Harford, and Baltimore counties: 



INTAKE 



SERVICES 
ELIGIBILITY 

WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



DHMH JSA 



Family and individual counseling; information and referral 

Ages 1 7 and under; must be referred for alleged Delinquent or Child in Need of Super 
behavior. 

JSA staff 

Fy 86. 36,000 (est.) 
36.000 

FY 86, $3,484,233: no change anticipated 
Statewide 
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MONTROSE SCHOOL 



PHMH JSA 



SERVICES 
ELIGIBILITY 
WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



SERVICES 
ELIGIBILITY 

WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 

FUNDING 
AVAILABILITY 



Detention institution: rommitment institution 

Females 7-17 and males 7-15 years of age. Only dViinqu-nt* may be sent to Montrose. 
Staffed arid operated by JSA. 

FY 86. detention, average daily population 30 (est.): commitment, average daily population 240 
270 

FY 86, $7,605,614; no increase anticipated 
Statewide 



MURPHY YOUTH 
SERVICE CENTER 

Individual counseling; day education; and vocational education 

Mull ! be 1 6 or older adjudicated a Child in Need of Supervision or Delinquent and placed under 
the supervision of JSA: 

3SA operated and staffed 

FY 86. 100 estimatcr: average daiiy enrollment. The capacity is 100. 

The Murphy Youth Service Center is meeting the need for this service in this geographic locct on 
A similar program in East Baltimore or about ten other locations in the state would each have a ' 
potential population of 100 youth. 

FY 1986. $697,900; no increase is planned. There is a great need for this type of program, but 
academic and vocational training is not viewed by JSA as its mandate. 

Baltimore City (one location). 



SERVICES 
ELIGIBILITY 

WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



PROTECTSVE SUPERVISION, 
PROBATION AND AFTERCARE 



PHMH JSA 



individual, krnik and group Courtsoihg- information and referral 

ft : Jst ^ adjudicated a W**™*. * a Child in Need of Supervision and placed under the 
supervision ot JSA. 

JSA staff 

FY 86, 7022 *.t i 
7,022 

FY 86. $8,000,000: no change anticipated 
Statewide 
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1ER CARE 



DHMK JSA 



SERVICES 
ELIGIBILITY 

WHO PROVIDES 

NUMBER SERVED 

POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



Family shelter care; structured group shelter care 

AgesH and under; must be alleged to be a Delinquent or Child in Need of Supervision and must 
be a danger lb srlf or to the community. 

Private vendors. JSA pays a daily rate to families for family care, and a higher rate to a vendor 
who provides structured shelter care. 

FY 86, average daily population of 37 youth in family Care (est ); structured shelter, average daily 
population of 73 

Need about 25 percent more shelter care family homes. 
FY 86, $1,411,147: no increase expected. 
Statewide 



SMALL RESIDENTIAL 
CENTERS, RESIDENTIAL 
TREATMENT CENTERS, 
PSYCHIA TRIC HOSPITALS 



DHMH JSA 



SERVICES 

ELIGIBILITY 
WHO PROVIDES 

NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



24-hour supervision; psychiatric, psychological and social services; day education; 
recreation/social programs 

Ages 17 and under; must be committed to JSA for placement by the juvenile Court. 

JSA staffs and operates one center in. Baltimore City (Maryland Youth Residence Center), and 
purchases care from private vendors in Maryland and other states; a major vendor is Good 
Shepherd Center. 

Average daily population FY 86, 303 (est.) 

There is a need lor a 25 percent increase in placements. 

FY 86, $6,292,000; need 25 percent increase. No additicn.nl funds are anticipated: 

Baltimore Cily, Baltimore County, Prince George's County. Montgomery County, Howard County 
and Washington County, and several out-of-state vendors. 



VOL UNTEER PROGRAM 



DHMH JSA 



SERVICES 
ELIGIBILITY 
WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



Individual counseling; recreation/social programs; and tutoring 

Ages 17 and under; must be alleged to be a Delinquent or Child in Need of Sup. rvision. 
JSA staff coordinate the efforts of volunteers who are student Interns and private citizens. 
FYS6, i, 830 (est.) 
2.000 

FY 86, SI 02,392; no increase anticipated 
Statewide 
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Y OUTH CEN TERS 



DHMH 



SERVICES 
ELIGIBILITY 

WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 

FUNDING 

AVAfLASILiT Y 



Commitment institutu: 



Wales aged 15^: 18 who are commiiied to the cart- and custody of JSA due to being found to he a 
Delinquent: 

Operated and staffed by JSA. 

FY 86. 234 (est.) 

234 

FY 86. $3,478,448; potential funding. S4.700.OUO as two new youth centers will he added within 
one > ear. 

Gar, at and Allegany counties Youth centers will soon be compete in Carroll and Charles 
> unties. 



SERVICES 

ELIGIBILITY 
WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



YOUTH SERVICES BUREAUS 



DHMH JS A 



Community education: information jnd n igral: family and individual counseling; social programs; 
tutoring; «nd parent education 

All juveniles aged 7-17. riot under the supervision of JSA. 
Each youth services bureau is a separate private contractor: 
FY 86. 30.000 (est.) 
40.000 

FY 86. 51.879.689 general funds; a 25 percent increase is herded, no increase is anticipated. 

There are 20 youth services bureaus statewide. They are in Annapolis. Bethesda. Bowie Carroll 
County. Dorchester County. Dundalk. East. Baltimore; Baltimore County Caithersburg 
Glenarden: Greehbeli; Harundale. Laurel. C.itonsville. North Central and Northwest Baltimore 
City. Parkville. Rockville, and Charlotte Hall: 



COMMUNITY MENTAL HEALTH, 
INFANTS AND 
YOUNG CH ILDREN 



DHMH MHA 



Community education; primary health care (well baby clinics): information and referral programs 
to identify and p^revent developmental problems in at-risk children; parent educ liu nr other parent 
support programs: diagnosis: assessment, evaluation, and medical services cooroinaiion; family 
and individual counseling; outpatient psychiatric therapy; and d:iy education/treatment programs 



SERVICES 



ELIGIBILITY 
WHO PROVIDES 

NUMBER SERVED 
FUNDING 
AVAILABILITY 



ireel purchase-of-service agreements in the special 



Infants and young children and their families 

Community menial health Clinic; there are ho di 
programs. 

FY 86. 221 (est.) 

FY 86. $425,800 

Bowie Therapeutic Nursery, Southern Maryland Region; Children's Guild. Central Maryland 
Region; University of Maryland Early Infancy Psychiatric Training Program. Central Maryland 
Region (training only); and Regional Center for Infants and Children. Southern Maryland Region 
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SERVICES 



ELIGIBILITY 
WHO PROVIDES 

NUMBER SERVED 
POTENTIAL POPULATION 

FUNDING 



COMMUNITY MENTAL 
HEALTH CLINICS 

Community education; information and referral; diagnosis. as,e,smen(. evaluation and medical 
service, coord.nat.on; famUy and individual counseling; and outpatient psychiatric therapy. Some 
commun.ty menial health clinics alio provide primary health care; hotlines and telephone 
message,; programs to identify and prevent developmental problems in at-risk ch.ldren; and parent 
education or other parent support programs. 

Children and adolescents and their families who are citizens of Maryland, regardless of their ability 
lo pay * 

Cran.s to mental health clinics; some receive supplemental funding from other sources such as local 
fcmds. No d.recl purchase of-service agreements, but community mental health clinics may use 
Ml-fA grant funds to purchase specific services. 

FY 85, 4715 chile, i and adolescents under 18 

proximately 3 percent of children and adolescents require professional care from mental health 
specialists. 

ZSJl M mi,K r"S"r i,a uu Pa '^' h J" i ' ' he under 21 yea " 01 a * e option is 

accepted m Maryland, funds would be ut.'ized toward expansion of mental health services for 
children and adolescents: 



AVAILABILITY Statewide 



TREATMENT CENTERS 



DHMH MHA 



SERVICES 



ELIGIBILITY 



WHO PROVIDES 

NUMBER SERVED 
FUNDING 

AVAILABILITY 



Djagnosu. assessment, evaluation and medical se.Hces coordination; family and individual 
coun.el.ng; outpatient psychiatric therapy; day education/treatment program,; recreation/social 
programs person J care; transportation; vocational education and transitioning program,; tutoring; 
group therapy; and milieu therapy 8 ' 

Long-term andjevere mental disorder; treatment needs that cannot be met through available 
commun.ly.ba.ed program,; between 12 and 17 year, old (age limit may be waived in appropriate 
we.) A RICA may not admit a child or adolccent who ha. a primary diag n o,i. of alcoholi,m, 
dru^g add.ct.on or ,evere brain damage; or cognitive deficit, which Mverely limit the individual's 
ability to u,e the treatment modalities provided. 

Residential treatment is provided at three state-operated Regional Institutes for Children and 
Adolescent. (RICA); MHA also provides funding through contract for Villa Maria which is a 
licensed residential treatmt ,t center for children. 

FY 86, 260 bed, (est.) 

U—'vln^ <M '- ) '° r R ' CA ' ,: ,0me local ^"".ion funding (LEA) i, not included; Villa 

RICA I (Baltimore) - Baltimore. Anne Arundel. Carroll. Harford, and Howard countie, and 
iSTnrS y ; R, 5 A " ( c R0C . kvi " e) ■ M°"'go«le'y. Prince George,', and Frederick counties; 
RICA III (Cheltenham) • St. Mary ,. Calvert. Charle, and part of Prince Ceorge', countiev Villa 
Mana. which u located in Baltimore County. serve, the entire , (ate. These catchment areas are 
being renegotiated to enable greater access to RICA's statewide. 




BAY T REATMENT 



DHMH MHA 



SERVICES 

ELIGIBILITY 
WHO PROVIDES 
NUMBER SERVED 
FUNDING 
AVAILABILITY 



Diagnosis, assessment, evaluation and medical services coordination: family and individual 
counseling; outpatient psychiatric therapy; day education/treatment programs; recreation/social 

^ rsonal c * r * iranspbrtatibh; vocational education and transitioning programs; tutoring; 
and group therapy 

Children and adolescents who have severe emotional disturbance 
In conjunction with ihe local school system 
FY 86, 230 slots (est;) 

FY 86, $5,400,000 (est.) (Figures do not include LEA contributions to the educational programs.) 

RICA I - Baltimore, Harford. Anne Arundel, Carroll. Howard counties and Baltimore City; RICA 
II - Montgomery, Prince Ceocgesls and Frederick counties; RICA III - Prince George's, Charles, 
Calvert arid St. Mary's counties; Frederick County Program - Frederick County only. 



SERVk:£S 



ELIGIBILITY 

WHO PROVIDES 

NUMBER SERVED 
FUNDING 
AVAILABILITY 



INPATIENT PSYCHIATRIC 



DHMH MHA 



Diagnosis, assessment, evaluation and medical service? coordination; family and individual 
C 5^ c ^" g L™ , P* 1 *^ therapy; day education/ treatment programs; recreation/social 

programs; persona) care; transportation; vocational education and transitioning programs; tutoring; 
group therapy; and milieu therapy 

Individuals under the age of 18 years who have mental disorders requiring care and treatment in a 
psychiatric inpatient program 

MHA provides inpatient psychiatric treatment through four adolescent units located at the 
following state hospital centers: Crownsville, Finan. Carter and Springfield. 

379 admissions 

Included in total facility budget 

Statewide access 



THERAPEUTIC GROUP HOMES dhmh MHA 

Community-based residential care, treatment, and case management for severely disturbed children 
arid youth 

Individuals under 18 years of age who, because of a mental disorder, require residential services 
hot available in the home 

Privitc providers through MHA funding (In FY 87. JSA and SSA will contribute through a 
cooperative funding plan.) 

FY 86. 20 beds 

209 youth 

FY 86. $410,000; FY 87. $835,000 
Southern. Eastern, and Central Maryland 



SERVICES 

ELIGIBILITY 

WHO PROVIDES 

NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 
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CRIPPLED 

CHILDREN'S SERVICES dhmh MRDDA 

Community education, information and referral, program, 16 identify and prevent developmental 
problem, .n at-rislc children, parent education and parent .upport; evaulation. assessment and 
diagnostic service coordination, family and individual counseling, day care, specialized equipment 
and specialized medical services 

Individuals under 21 years of age. who are resident, of Maryland, with nand.capping condition,; 
e!,g,b.l.ty „ based on health need rather than financial circumstances alone. Total fam.ly situation 
other . lines, med.cal expenses in the family, cost of health cart . and duration of condition cr 
handicap is considered. 

Service delivery and coordination responsibilities are shared with the 24 local health departments 
community health agencies, and approved private providers. Reimbursement is provided Id 
attending chniaans for in-hospital care, as well as reimbursement for therapies and specialized 
equipment/devices. Grant funds are awarded for various services/programs. 

FY 86. 14,000 (est.) 

FY 86. general fundi. $3,558,300; federal funds. $1,478,491. Yearly incr^r^ dep*v,d on 
inflation in the general economy. 

Statewide 



SERVICES 

ELIGIBILITY 

WHO PROVIDES 

NUMBER SERVED 
FUNDING 

AVAILABILITY 



SERVICES 

ELIGIBILITY 
WHO PROVIDES 

NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 

AVAILABILITY 



FAMILY 
SUPPORT 



dhmh MRDDA 



Family and .ndivKlual counseling, recreation/social programs, day care, specialized equipment and 
housing adaptation., transportation, specialized medical services, information and referral, parent 
education and parent support, evaluation, assessment and diagnostic service coordination 

Children/adolescenU with developmental disabilities younger than age 22 for whom support 
services are ne^ed lo a$sU| in fa prevention of out-of-home placements 

IndJviduaJ granU to The Kennedy Institute. Frederick County Association for Retarded Citizens 
Calvert Association Tor Retarded Citizens. Jewish Social Service Agency, and the Epilepsy 
Association of the Eastern Shore 

FY 85. 150 

8.891 to 15.393 (between .67 percent arid 1.1 6 percent of general population younger than 22) 

FY 86 $220,000 ($110,000 from MRDDA-general funds and $1 10.000 reimbursable funds 
from ^ Developmental Disabilities Council ■ federal funds) yearly increments depend on inflation 
■n the general economy 

Baltimore City. Baltimore. Frederick. Calvert. Montgomery counties, and nine Eastern Shore 
counties 
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dhmh MRDDA 



SERVICES Specialized family care 

ELIGIBILITY An individual with mental retardation in heed of assistance and requiring removal from current 

living situation due to any of a variety of reasons including inappropriate behaviors, or being in 
need of protection 

WHO PROVIDES Special payments to individuals who are certified by the MRDDA to provide specialized family 



NUMBER SERVED 
POTENTIAL POPULATION 

FUNDING 
AVAILABILITY 



FY 85. 35 

* '°°kihg at the Whole concept of community-based individual family placements and has 
drafted regulations for Such: It is the Administration's intent 16 gradually shift the operation of the 
individual family placement programs which are currently operated by state residential centers to 
interested community providers. 

FY 86, $167,000 

Southern; Central arid Western Maryland regions 



COMMUNITY RESIDENTIAL 
SERVICES FOR MENTALLY 
RETARDED PERSONS 



DHMH MRDDA 



SERVICES 



ELIGIBILITY 



WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 

FUNDING 

AVAILABILITY 



A ,lef Z ial '? e J' Vih 8_ ^ hit j? r P u P homes, small reside >tial centers, parent education and parent 
support, evaluation, assessment and diagnostic service coordination, recreation/social programs, 
transportation 

Children/adoiescents younger than age 22 with mental retardation, who are most at risk of 
institutionalization, without the provision of alternative out -of- home residential plac erne's; 
^^ C ^ d Waiver clients — individuals who were living at state residential centersiSRC;, are 
recipients of or eligible for Medical Assjslahce^are certified as being in need of ICF/MR level of 
c * re *A n< ^ ar Vdetermjrted appropriate for community services through a joint process that includes 
the SRC client, the SRC interdisciplinary team, and the community provider agency. 

Individual grants to 16 non profit con::: unity agencies in FY 85 

FY 85. 150 

The total number of community residential beds for individuals of all ages has increased fror ; less 
than 400 in 1978 to more than 2;000 anticipated in FY 86; approximately 2,600 individuals 
remain on Waiting lists for MRDDA services. 

General funds FY 85; $I;543,922. A claim h« been submitted for partial reimbursement from the 
federal Medicaid Waiver program, but a determination has not yet been made. The possibility of 
further expansion of Medicaid Waiver may result in maximizing federal financial participation. 

Statewide 



ERIC 
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SERVICES 
ELIGIBILITY 



WHO PROVIDES 

NUMBER SERVED 
FUNDING 
AVAILABILITY 



PURCHASE OF CARE dhmh MRDDA 

Rwidenlial Ireatmenl (doc* hoi include MRDDA's Male rtr.oidenh.il Centers) 

Individuals who are Severely educationally handicapped and whose needs cannoi be met lhrou«h 
existinij programs 

Non-profi. community residential providers within Maryland: various Level fi residential treatment 
centers outside Maryland 

FY 85. 23 

FY 85. $404,800 (est.): yearly increments depend on inflation in the general economy 
Statewide and throughout the country 

COMMUNITY RESIDENTIAL 
SERVICES FOR NON-RETARDED 

DEVELOPMENTALLY DISABLED DHMH MRDDA 

Alternative living units, group homes, parent education and parent support, evaluation, assessment 
and diagnostic service coordination, recreation/social programs, transportation 

An individual whose usability is attributable to cerebral palsy, epilepsy, autism, dyslexia, or any 
other neurological malfunction or disorder; can be expected to continue indefinitely; and is a 
substantial handicap to the ability of the individual to function normally in society 

Individual grants to non-profit community agencies 

FY 85, approximately five children 

Applying nationally accepted prevalence statistics, it is estimated 8.000 to 15,000 children in 
Maryland are developmentally disabled 

Average annual I cost of residential services for persons who are n on- retarded developmentally 
disabled » $16,000 There is an anticipated increase In services for victims of traumatic head 
injuries. Annual_cost of non-medical services is anticipated lo be $35,000; yearly increments 
depend oh inflation in the general economy 

Statewide 



SERVICES 
ELIGIBILITY 

WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 

FUNDING 
AVAILABILITY 



SUMMER DAY PROGRAM dhmh MRDDA 

Recreation /social programs 

Children/adolescents with developmental disabilities 

Individual grants to government entities (health departments, departments of paries and recreation) 
some of whom subcontract with individual providers. There are a total of 28 providers of 
MRDDA.funded summer day programs. 

FY 86, 1,953 

.67 percent to 1.1 6 percent of general population younger than 22 years 

FY 86 $247,692, general funds; yearly increments depend on inflation in the general economy 
Statewide 
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SERVICES 
ELIGIBILITY 
WHO PROVIDES 

NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



ERLC 



STATE RESIDENTIAL 
CENTERS 



dhmh MRDDA 



SERVICES 
ELIGIBILITY 



Evaluation, asscMment anoi diagnostic service coordination; day education; rrirealH in/social 
programs; specialized medicai M vi<- volunteers; full-time residential care 

Findings of a comprehensive evaluation determine that the individual is mentally retarded; and. for 
protection or adequate habitation, needs habitation services; and there is no available less 
restrictive form of treatment that is consistent with the welfare and safety of the individual 

Five state-owned/operated state residential centers serve children: Rosewood. Great Oaks. Holly 
Center; Potomac Center, and Highland Health Facility 

FY 85. 269 

It is anticipa'ed that there will be a 40 percent decrease in the total number of SRC licensed beds 
between 1 983- 1993. with a total of 1.664 beds ava^»ble in 1993; 

$9.308.207 Abated on an average cost of S34.603 for serving an SRC client. February 1984 to 
January 1985), FY 86 total allocation to all SRCs is $78,740,000; children/adolescents comprise 
approximately 14 percent of the SRC population. 



WHO PROVIDES 

NUMBER SERVED 
POTENTIAL POPULATION 

FUNDING 



AVAILABILITY Statewide 



CASE MANAGEMENT/ 

SERVICES COORDINATION dhmh MRDDA 

Community education, information and referral, parent education and parent support programs, 
evaluation, assessment and diagnostic service coordination, family and individual counseling 

An individual with mental retardation^ or an individual Who is non-retarded developmental^ 
disabled, is currently receiving services through the MRDDA. and has been specifically identified to 
receive services coordination (Every client in the Medicaid Waiver program receives services 
coordination.) 

Calvert. Charles. Prince Georges. St. Marys. Worcester, Baltimore City, Baltimore County health 
departments; Frederick County Association for Retarded Citizens (for Central an d Western 
counties); Montgomery Family Resources; Holly Center Foundation (for Eastern Shore counties). 

FY 85. less than 200 children/adolescents 

Total number to be served in FY 86 (adults and children/adolescents) 2.140 

FY 85 average annual per capita, S958 general funds; yearly increments depend on inflation in the 
general economy; possible reimbursement of federal funds through the Medicaid Waiver program 

Statewide 



SERVICES 
ELIGIBILITY 

WHO PROVIDES 

NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 

AVAILABILITY 
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ADOLESCENT PREGNANCY 
AND PREVENTION 



DHMH PMA 



SERVICES 

ELIGIBILITY 

WHO PROVIDES 

NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



Providei Adolescent Case Coordinator — cpmmuniiy baiccl iiiuili. service person 16 assist the 
Adolescenl Pregnancy Prevention program in dealing with problems of parenthood 

Pregnant, parenting, or adolescents al risk of pregnancy who present themselves 10 the 
participating local health department 

A ease^Oordihator. who may be a social worker, a community health nurse, or a person qualified 
to perform coordination 

1 .333. aged 1 7 and under 

Approximately 16.000 sexually active teenagers aged 1 4 to 17 
FY 86. $213 000 

Baltimore ^ Kent. Prince George s. Queen 

Anne's. St. Marys. Somerset. Talbot. Washington. Wicomico. Worcester counties. 



CHILD HEALTH CLINICS GF 

LOCAL HEALTH DEPARTMENTS dhmh PMA 



SERVICES 
ELIGIBILITY 

WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 

AVAILABILITY 



Preventive health maintenance; preventive health screenings; referrai; follow-up 

Age range varies. Some clinics serve children from birth to age five, others serve children to age 
21. Of the 24 jurisdictions. 22 provide services (Talbot and Dorchester do not). Approximately 80 
percent are "gray area" and 20 percent Medical Assistance. 

Interdisciplinary staff of local health departments 

Approximately 61.000 in 1980 

All children in Maryland from birth to age 21. approximately 1.4 million. 

TOe V. Mate ^ local funds (through case formula); and the EPSDT (Early and Periodic 
Screening. Diagnosis and Treatment) program through Medical Assistance 

Statewide 



RIC 



SERVICES 



ELIGIBILITY 
WHO PROVIDES 

NUMBER SERVED 
FUNDING 
AVAILABILITY 



tEDITARY DISORDERS 



DHMH PMA 



1-ullTange 61 [genetic services incl* *ng education, counseling, diagnosis, and treatment; also 
newborn screening and follow-up of abnormal* and identified cases. A birth defects reporting and 
«o!?¥? P1 °" **- ™ rmation ai requeued for famUie* of children With birth defects 
AFP (aJpha-fetoprotein) screening program provides counseling/follow-up for women with 
abnormal results Genetics education programs are available. Sickle cell testing/counseling 
education available. 11 

Maryland residents 

Clinic centers staffed by board certified M.D./Ph.D. geneticists, and board certified genetic 
counselors. Otherwise, appropriately (rained and certified providers, such as nutritionists for PKU 
follow-up. 

FY 86. 72.000 (est.) 
$639,000 



Statewide 
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SERVICES 



ELIGIBILITY 



WHO PROVIDES 



NUMBER SERVED 
POTENTIAL POPULATION 

FUNDING 
AVAILABILITY 



HIGH RISK 

INFANT FOLLOW-UP bhmh PMA 

Follow.up care of infants discKvgi>d from regional intensive care nurseries. Services include: parent 
and family support services through ongoing relationship with the community health nurse, 
including /^^m^^^^OinB, and referral; assessment by the community health nurse of 
infant's growth and developmental progress at time of discharge, at 4-6 months and 12 months; 
and Contact and consultation with parents, as needed. 

Admission to regional intensive care nursery; infants with identified biomedical and environmental 
risk factors 

Trained community health nurses in participating county health departments have responsibility to 
follow their own caseloads. 

2000 

All infants meeting the criteria for high risk follow-up; approximately 2000 infants discharged from 
seven Maryland regional intensive care nurseries 

FY 86. $248,600 

Baltimore City, Baltimore County, and Washington County 

IMMUNIZATION dhmhJ PMA 

Vaccination Of children and adolescents 
None 

^ m f a,i0i1 program purchase* measles, mumps, rubella (MMR). and oral polio vaccines 
(Dr*VJ and provides them to local health departments at no cOsi. The program also contributes 
kunds to local health departments for the purchase of DTP vaccine. The vaccines are administered 
in local health department clinics. 

FY 86, 85.986 (est.) 

Approximately 15 percent of the birth to age five population on a regular basis; perhaps 30 
percent oh a sporadic basis 

During FY 84. the Immunization program spent app.cximai.ely $200,000 in direct assistance 
federal funds on MMR and GPV vaccines; In ad,iitiori. it provided $9,700 to local health 
departments to supplement their purchase cost for DTP vacc^*: 

Statewide 



SERVICES 
ELIGIBILITY 
WHO PROVIDES 



NUMBER SERVED 
POTENTIAL POPULATION 



FUNDING 



AVAILABILITY 



SERVICES 



ELIGIBILITY 
WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



LEAD POISONING PREVENTION dhmh PMA 



ning for increased lead absorption; medical counseling about effects of increased lead 
absorption; nutritional counseling; and environmental counseling 

Children attending child health clinics and children receiving Medical Assistance 

All EPSDT providers, all local health departments With child health clinics, 

In 1983 approximately 45.000 children were screened in Maryland 

All children under five years of age 

Title V funds, matching county case formula funds. Medical Assistance for EPSDT children 
Statewide 
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EARLY AND PERIODIC SCREENING 
DIAGNOSIS AND TREATMENT 



(EPSDT) 



DHMH PMA 



SERVICES 

ELIGIBILITY 
WHO PROVIDES 

NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 



Comprehensive health care (including preventive, acute and long-term or chronic); outreach; and 
case management 

Children eligible for Medical Assistance, from birth through 20 years of age 

J* SIS^ Pr ° gr j am wi,hin DHMH purchase, health care for eligible clients from a vor.ety 
ofcer.,f,ed EPSDT prov,ders S ,atew,de: 22 local health departments; Children and Youth clinics i„ 
Balt.more Cty; HMO s; CHC s; arid approximately 250 physicians in the private sector. 

56.946 in FY '84 

Approximately 160,000 eligible children at any given time 

In FY 84 the Medicaid Program paid $1 .9 million for preventive screenings as follows: $406,253 
L°c, £ iJ? ~2£T mlt t0 ' l3il42 "^"B* S» 13.901 lb HMO's Tor 3.488 screenings: 
$539,040 to C&Y clinics for 17.968 screenings; $840,806 to private physician, for 22.348 
screenings. In addition, beginning in FY 86 Medicaid will provide $ I million to local health 
department, for outreach and ca.e management of EPSDT clients. Medicaid is planning to 
merest its reimbursement fee for EPSDT screening (preventive) visits: 



AVAILABILITY Statewide 



SERVICES 

ELIGIBILITY 
WHO PROVIDES 

NUMBER SERVED 
FUNDING 
AVAILABILITY 



MARYLAND REGIONAL 
NEONATAL PROG RAM 



D HMH PMA 



N.ne deagnated regional nurserie. provide compreheriiive diagno.tic and treatment services far 
high-risk newbomi The program is based at MIEMSS and is directed by John. Hopkins and the 
Umverstty of Maryland. It provide, an emergency neonatal tran.port service as well a, outreach 
education. The focu. of both transport and oulreach is the acute care of distressed infant.. 

Any newborn requiring medical care which is beyond the capabilities of the local hospital. 

RegioriJne^atal ,nleri.ive care units (NICU'.): John. Hopkirii, Univer.ity of Maryland. Francis 
icott Key. S.nai. Mercy. St. Agnes. Greater Baltimore Medical Center. D. C. Children's, and 
Un.ver..ty of We»t Virginia. Tran.portanticn and Oulreach: MRNP/MIEMSS. Johns Hopkins 
arid University of Maryland ' 

650 transports a yean NICU admission, to Maryland ho»pitaJ«, estimated 2000 a year 

State funding for transport. $279,022 (FY 86); IPO grant, $86,147 (FY 86) 

Alii NICU 1 . in Miryland .^Sjhe Baltimore area. DC Children'. ho.pi«al serve, resident, in the 
p.C. area. The Un.vers.ty of We.t Virginia serve. We.tern Maryland. Transportation i. provided 
from any area of the Mate or surrounding border area, to the NICU'. in Baltimore. 
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MATERNAL HEALTH 
PRENA TAL C LINICS 



DHMH PMA 



Provision of prenatal care: identification of high-risk patients: referral of high-risk patents 

Services are available lor all pregnant indigent patients; patients on Medical Assistance, and 
patients who desire to have their prenatal care through the ?f:c«i health department and are charged 
according to the sliding fee schedule: 

Services are provided in participating local health departments with personnel funded through case 
formula. Title V Block Grant money and personnel provided through the main office (certified 
nurse midwife physicians). Local health departments hire physicians for maternity clinic coverage. 

FY 84. 8.856 

"Gray area" patients, who are now 54 percent of all registrants, will increase due to a shifting of 
this population from the private sector to the public sector: Presently. 36 percent of all registrar . 
are under the age of I 9. 

FY 85 funding. $270,982. through MCH Block Grant and state-funded Project 201. 

Statewide, except in St. Mary's County where maternal care is provided through the private sector. 



SCHOOL HEALTH PROGRAM 



DHMH PMA 



Screening for scoliosis, hearing arid vision, immunization status; maintenance of a healthy school 
environment; and health education 

Enrollment in school 

^f et '™ ' ^ J^H^JI 0 ?^^ La*s °f Maryland. Jo""n« 'it Jin date of jpcal education agencies 
andjocal health departments, in 19 subdivisions, services pfovided_by the local health department; 
1 n *°" r subdi v * s *° h *> * ct v ' ee *_P rb ! !? * *!'? n » H? nc y : in B alt imore Cou nty , education 
provides secondary school health services and the local health department provides elementary 
school health services: 

Approximately 673.840 (1984) enrollees 
Same 

Title V. case formula 
Statewide 



SPECIAL SUPPLEMENTAL FOOD 
FOR WOMEN, INFANTS, 
AND CHILDREN 



DHMH WIC 



SERVICES 
ELIGIBILITY 
WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



Supplemental nutritious food as well as limited health appraisal and nutrition education 

185 percent of poverty level which currently is SI 9.703 for a family of four 

Local health departments, community action agencies, private agmcie* 

FY 85. 48.500 

108.000 

FY 86. $20 million 
Statewide 
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DAY CARE 



DHR SSA 



Purchase of Day Care lor income eligible and special heeds children 

Priority given to low-income. working parent,. Children referred due to abuse or neglect, for whom 
day care a required as part of a service plan, will receive care Without regard to income. 

Purchased from family day care homes and group day care centers 

FY 86, 7445 

FY 86. $16,350,000 

Statewide 
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WHO PROVIDES 
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FUNDING 
AVAILABILITY 



FAMILY SUPPORT CENTERS 



SERVICES 



ELIGIBILITY 

WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 



FUNDING 
AVAILABILITY 



DH R S SA 



Services designed to enhance parenting skill*. Structured "parent education" classes may be a part 
orthu «rvfce. Centers will provide: parenting enhancement activities through informal interactions, 
role modehng. and other parenting support services; health care counseling and other Services to 
avoid unwanted pregnancies; diagnostic and assessment services to identify developmental 
problems of the young parent and the child; child care a. necessary to allow participation in the 
acuv.tie» of the centers; peer support activities, including recreational and social activities- 
educational service, a, appropriate ,uch as GED and post-high school classes; job preparation and 
skill development a, appropnate to a„i,t parent, secure or maintain employment. 

Parent, of young children (birth to age three); with emphasis on adolescent parents. Persons who 
do not meet the defimhoh of parents with young children referred to other p lo grams or service,. 

Community age- <-- under contract to DHR 
FY 86. 500 part i.jr with young children (est.) 

In Maryland. 8 771 birth, occurred to mother, age 20 or younger in 1983: In Baltimore City 
over 3 000 adolescent girls gave birth in 1983. Beca u .e demographic information indicate, no 
dramatic change likely ,n these trends, the potential population lor family support centers is 
estimated coniervativdy at 8.700 mother, and an equal number of lather, and also of babies for 
a total potential population ol at least 26, 1 00 persons. 

86. $39J 000 (general lunds. $297,000; the Aaron Straus and UDie Straus Foundation and 
the Moms Cokbeker Foundation have each contributed $50,000 to the program.) 

The program U planned statewide. Initially the centers are in Anne Arundel County Prince 
George s County, and Baltimore City. 



FOSTER CARE 



SERVICES 

ELIGIBILITY 

W' 'OVIDES 
VED 
WDING 
AVAILABILITY 



DHR SSA 



Emergency/shelter care, fo.ter family care; specialized family care, group homes, residential 
treatment 

Abandoned, abused, neglected or dependent child committed to the local department ol social 

Local department, of social services 
5,000 children (October, 1985) 

Board payments - $19,452,000; social services in local departments • $16,800,000 
Statewide 
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H.E;L.F. RE SOURCE PRO JECT 



DHR 



SERVICES 



ELIGIBILITY 

WHO PROVIDES 
NUMBER SERVED 

FUNDING 
AVAILABILITY 



Community Kducalion and other ac livifies In prevent child abuse iin/J heijleii. The I I.K.L.P. 
Resource Proirei provide a ranijr* of majeriaU |» >< hook; comiiiuhily agt hries ami other groupi 
to assisl them m child alRjsr prevention. M.K.L.P. .staff provide or promote training of social 
workers, attorneys, judges, law enforcement agrrits and health profrssioanls in the area of child 
abuse and neglect prevention. With federal funds, II.E.L.P. administers child abuse and prevention 
mini'grant« 

The H.rl.L.P. Project serves as a resource to any Rroup/organizatidn/a^ency/professional 
interested in the area of abuse and neglect prevention. H.E.L.P. mim-granls are available to any 
non-profit private or public organization. 

Mini-grants are awarded to community agencies 

The training and information provided through H.E.L.P. reach several thousand individuals each 
year: 

FY 85, $155,000 (mini-grants) 

Baltimore City, Baltimore. GarreU. Howard, Montgomery, Washington and Wicomico counties 



SERVICES 



ELIGIBILITY 
WHO PROVIDES 



INTENSIVE FAMILY SERVICES dhr 

Family and individual counseling, teaching parenting skills, child development, crisis intervention, 
application of family services techniques, ongoing case assessment, purchase of concrete services 
(food, clothing, shelter, day care, transportation, respite care), and purchase of specialized services 
f*^™ 1 ^ lie **' ri K. family therapy, psychiatric treatment, substance abuse or sexual abuse 
treatment) 

Families in which a child is at risk of foster care placement 

LocaNepartments of social services - family assessment, counseling, information and referral, 
transportation, application of family services techniques, crisis intervention, parenting skills, family 
systems training, child development information; purchased . specialized testing and evaluation, 
shelter, career training, in-depth counseling and skills training, household needs, transportation, 
respite care, specialized in-depth treatments 

FY 86, 600 Families 

With present statewide staff allocations the number of families (600) with children (1.000) that can 
be served will remain fairly constant. 

FY 86. SI, 200.000 

Baltimore Ciy, Frederick, Washington. Charles. St. Marys. Calvert. Cecil. Harford. Anile 
Arundel, Wicomico, Prince George's. Montgomery and Baltimore counties. 



NUMBER SERVED 
POTENTIAL POPULATION 

FUNDING 
AVAILABILITY 
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SERVICES 
ELIGIBILITY 

WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



PROTECTIVE SERVICES 
FDR C HILDREN DHR 

Inveit^tion of child abuse, family and dividual counseling; as pari bl cinlinuirtg protective 

Prol^iive ^vic« |nv e ,ti g a.ion» are provided for all referrals/reports bl child ne«lect and abuse 
which come o local I department, bl social service.. Continuing , erv ice* are provided lb ..II families 
wno require the service. 

Prolecl.ve services stall, located in local department, of social service., with cooperation in 
investigations from local law enforcement agencies 

Referrals/invest.gation* : 17.400 (total received lor FV 85). continue case, . 4.100 (average 
monthly caseload) * s 

[n the pasttwo years the rate of child abuse reports has increased by approximately 20 percent 
fhe' STbS? " eXPeC,a "° n ,ha ' lh " inC,easjn « ra,e »' wi » ^crease significantly in 

FY 86. $12,938,000 
Statewide 



RESPITE CARE 



DHR SSA 



Respite care 



Developmental^ disabled, or disability manifested prior to age 22. or disabling head injury 

1 rT ,n ^° f di5 ^y _^ ^ *°5ontinue indefinitely; at least three imitations 
exut in area, of J.fe act«v,t.es,_.uch as. self-care, language, learning, mc^lily, self-direction. 
capaaty tor independent living, or economic self-sufficiency 

Purchased from private agency under contracts 

FY 86, 615 children (from a total caseload of i229 persons) 

A waiting Est of 300 exists beyond present program capabilities 

FY 86, $465,000 

Statewide access 

SERVICES TO FAMILIES 
WITH CHILDREN 



DHR SSA 



SERVICES 

ELIGIBILITY 
WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 
FUNDING 
AVAILABILITY 



Emergency/crisis mtervention services; placement prevention services; family counseling; individual 
counseling; information and referral services 

Families with a gross annual income less than 80 percent of the median income 

Local departments of social services 

FY 85, 3000 (average monthly caseload) 

Approximately 10 percent of the AFDC client* in Maryland, based on recent trends 

FY 86, $8,300,000 

Statewide 
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SINGL E PARENT SERVICES 



DHR SSA 



SERvicrs 

ELIGIBILITY 



WHO PROVIDES 
NUMBER SERVED 
POTENTIAL POPULATION 

FUNDING 
AVAILABILITY 



K.miiy and mdmclual ir^vUhii „> referral to appropriate , omiuumly r^nurc r, 

.III .HiMlw l« who are pregnant or ,»l r~.sk of prrtin.tr.t y ; or *».*> parents with children under 
Uirre years of ai|e 

Local departments of Social services 
FY 8<). I HOI) (iii.j 

8771 - The Maryland Center fnr Health r niistic* ind.cates that in 1983 there were 8771 births to 
women under a« c 20. This figure . v'prest Ms a minimum, potential single parent services population 
when the at-risfe populations and ,o*i> p..f-nls with children Oh jer three are considered. 

FY 86, $i. 012.-400 
Statewide 



SUBSIDIZED ADOPTION 



DHR SSA 



SERVICES 
ELIGIBILITY 
WHO PROVIDES 

NUMBFR SERVED 
POTENTIAL POPULATION 

FUNDING 
AVAILAPFLITY 



Information and referral; Family and individual counseling; special,. ,d equipment and adaptation: 
assessments (psycho-social, medical, psvchuithc! 

Any foster child Who c*inot be reunited with birth parents or extended hrrth familv. Ma,ori;v ,f 
children served are special need* hildren. 

Agen.y • information and referral: family and individual counseling: pre- and pcst-placemenf 
psychosocial evaluation of child: adoptive home evaluation: Subsidized adopt, v . subsiclv paid to 
fam.ly^adppting special needs children; pre- and posNadopt.on): purchased . specialized equipment 
and adoption; medical/psychiatric evaluation; adoptive home evaluation; 

FY 86. 1395 (aveiagt monthly caseload) 

Potent al population is based on those foster children for whnm adoption will become the 
permanent plan. It » estimated that between 500- 1000 children will enter adoption service 
categories. There his heen a 3-10 percent increase in average monthly caseload r! closing cases 
after adoption with subsidized adoptions increasing at similar levels. 

FY 86, $3:900.00 

Statewide 
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SPECIAL EDUCATION 
PU BLIC S CHOOL 



MSDE 



SERVICES 
ELIGIBILITY 

WHO PROVIDES 
NUMBER SERVED 



Day education in the public school system (.' evel LV 



services) 



t!!^ wh ° ^. been .denied through , lucat.onal assessment, as having an educationally 
SSS^i" 3 ' • edS " ,Uta "° n — *" « available 5 the 

All 24 local education agencies in Maryland 



88 022 student, during school year 1984-85 received bevel |-V special education 
public schools of Maryland 



services j n the 



POTENTIAL POPULATION 

FUNDING 
AVAILABILITY 



Any child from birth .hrough age 20. identified a. educationally handicapped and in o*ed of Level 
clZmZL " rV,Cel bV 3 !0Cal e<Ju " ,lon a ^y'« Admission. Review anu Ditrn^sal 

FY 84. S2S5.0S3.850. local. Mate and federal educafc fund.; hb major increase i, anticipated 
Service, are available 16 all eligible students enrolled £ a public school pro : :r*.. , n Maryland. 



SPECIAL EDUCATION SERVICES 



SERVICES 
ELIGIBILITY 

WHO PROVIDES 

NUMBER SERVED 

POTENTIAL POPULATION 

FUNDING 
AVAILABILITY 



MSDE 

Education in nonpublic day school facilities and/or state operated day P . ... r ~ v ,.' V Services) 

rl« U rtr^om n n^ ' hrOU8h ^" ,ion -! a, having a handicapping condition, who 

requ,re, a comprehensive special education setting for 'he entire school day in a special day school 

wtl^eSn SS°°' 5 ,0< ' a ' ed in Maty ' ane " a '-P-'~ P~ cooperation 

service.'^ Ji^r IP y«r approxima:. • -.273 handicapped Mudents received tevel V 
service, in a nonpublic day school or state operated program. 

Any child from birth through age 20 who i, identified a S educationally handicapped and in need of 

FY 84, $9,398,960; no major increase is anticipated 
Service are available to all eligible student* in Maryland 



EDUCATIONAL SERVICES 



MSDE 



SERVICES 
ELIGIBILITY 

WHO PROVIDES 

NUMBER SERVED 
POTENTIAL POPULATION 

FUNDING 
AVAILABILITY 



Education in nonpublic residential facilities and/or state operated prog, am. (Level VI Service.) 

c A on2on'wt n ! i,,ed ^Tlt ^ Uca,i ~ ai « having an educational handicapping 

cond.t.on, who require. 24 hour special education programming and personal care 

Approved nonpublic residential schools for the handicapped and state-operaled residential 
programs , n cooperation with local education agencies 

685 handicapped students served during school year 1984-85 received Level VI services. 

Any child from birth through age 20. who i, identified as educationally handicapped and in need of 
Level VI service, by a local education agency*. Adm.ss.on. Review and Dismissal Committee 

FY 84. 52 1.4 1 5.85 1 local and state education funds; rid major increa.e is anticipated 

Services are available to all eligible students in Maryland. 
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